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GASTRON 


Steadily advances in use and repute as 
it becomes more and more widely known 


GASTRON fortifies gastric digestion, relieving and correcting dis- 
order of gastric function. It is also more and more employed as an ac- 
cessory to other treatment—to enable the patient to get the maximum 
of nutrition, and to promote tolerance of remedies. 


GASTRON—the acid-aqueous-glycerin extract of the entire gastric 
mucous membrane* prescribed simply by the name—G ASTRON. 


Samples, literature, upon request. 
*alcohol-free 
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Pollen Anti¢ ens Lederle 


FIRST, the exact date of onset and duration of the patient's 
hay-fever symptoms should be determined. 


SECOND, only wind-borne pollens in the atmosphere when 
the patient suffers can cause an attack. 























THIRD, pollens which cause the patient's hay-fever will, 
when used for the skin test, produce, (usually within 
ten to twenty minutes) a white, raised area of skin 
which looks like a “hive” and which is termed 
an “urticarial wheal.” 


FOURTH, treatment should be given with the individual 
Antigen prepared from that pollen which gives the 
largest-sized reaction in the diagnostic skin tests; 
provided the history of the case shows that the 


of bloom of that particular plant. 


Literature upon request. 
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HODGKIN’S DISEASE 
An Analytical Review of Known Facts and 
Hypothetical Conclusions Regarding 
This Pathological Entity of 
the Lymphatic System 
FRANCIS JEROME DUNNE, M. D. 
Assistant Pathologist Dr. Waite’s Laboratory, 
El Paso, Texas. 

(Presented before the Pathological Society of 
El Paso, Texas, April 26th, 1928.) 

Early in the year of 1926 microscopic sec- 
tions were prepared from two specimens, 
Nos. 1523 and 4768 respectively, belonging 
to and scientifically cherished by the Mu- 
seum authorities of Guy’s Hospital in the 
City of London, England. The specimens 
consisted of a spleen and lymph nodes, pre- 
served in alcohol for tke period of eighty- 
two years and in formalin fifteen years 
longer. The sections made show a micro- 
anatomy that is typical of the disease 
which Sir Samuel Wilks christened in 1865 
“Hodgkin’s Disease” and the specimens 
were two out of three remaining in the Mu- 
seum from. the original tissues used by 
Thomas Hodgkin in describing that con- 
dition of the lymph-glands which in the 
larger part of the world is known and un- 
derstood as “Hodgkin’s Disease.” 

It is evident that Hodgkin saw at Jeast 
one case of lymphogranuloma as we know it 
today. This was in the year of 1832. In 
that year he described seven cases, all of 
which had in common a wide-spread swell- 
ing of the lymph glands of the body, en- 
largement of the spleen and liver, anemia, 
cachexia and death. Even so, ninety-six 
years ago,—this statement circumscribes 
the condition clinically today. Lets of ink 
and paper have been used since then in the 
attempt to define this clinical syndrome, 
but the puzzle is still not solved. We have 
gotten a little further. We advanced from 
a clinical syndrome to a definite pathologic 
lesion and through the works of Virchow, 
Cohnheim, Kundrat and Sternberg, the con- 
ditions known today as leucemia, aleuce- 
mias, pseudoleucemias and lymphosarcoma 
seem to be separated from each other. 
Sternberg, in 1898, and Reed in 1902, final- 


ly accomplished the last step, as far as 
facts are concerned, in giving an accurate 
description of the microscopical appearance 
of the structures affected by the malady 
known as “Hodgkin’s Disease.” Even so, 
more than 239 papers were published deal- 
ing in one way or another with questions 
pertaining to this histo-pathological com- 
plex since Reed’s publication in 1902, but 
not a single definite conclusion could be 
reached revarding the nature, the etiology 
or even the terminology of this mysterious 
illness. 

In reviewing this subject and trying to 
digest mentally what is contained in the 
voluminous literature existing about these 
“abnormal swellings” which are classifiable 
neither as inflammatory masses nor neo- 
plastic growths, one finds it difficult to 
keep one’s feet upon the solid ground of 
knowledge and the temptation to follow 
Jules Verne “up into the moon” is hardly 
resistible. There is so little that we know 
as facts and such a terrible lot that we can 
imagine. The inborn urge of the why? how? 
where? and what? leads us on and if our 
thoughts are not guided by the strongest 
fences of straight logic and carefully pro- 
tected from any infiltration of phantastic 
dreams, we will know what “Hodgkin’s Dis- 
ease” is very quickly and there will be born 
in the same moment a new thinker who 
tears our supnosed knowledge to pieces 
w'th statements he would like recognized 
as the final word. Therefore, let’s start 
anyway with facts: 

What do we know of “Hodgkin’s dis- 
ease?” 

1. That it is a distinct histopathologic 
entity. 

2. That it is invariably fatal. 

By histopathologic entity we understand 
that microscopical sections obtained from 
lymph-tissue originating from a body af- 
flicted with Hodgkin’s disease show a dis- 
tinct, characteristic histological structure 
different from any other abnormal builds 
and on this characteristic structure depends 
its recognition as a disease-entity. This 
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histopathological picture being the only 
undisputable fact about Hodgkin’s disease, 
an incontrovertible diagnosis can be estab- 
lished during life only through a biopsy, 
or post-mortem by an autopsy. 

What is this “Hodgkin’s disease” charac- 
teristic microscopic appearance? To under- 
stand it fully, especially with reference to 
the picture obtained in other closely allied 
(?) diseases clinically often only differen- 
tiable with difficulty, let us recall the mi- 
croscopic picture of a normal lymph-gland. 

The essential points are: 

1. Fibrous and muscular capsule. 

2. Distinguishable trabeculae extending 
inwards through the cortex and anastomo- 
sing in the medulla. 

3. Large masses of lymphoid cells in 
the cortex (cortical nodules). 

4. Rounded cords in the medulla. 

5. Channels and lymph sinuses between 
the fibrous tissue and the lymphoid tissue. 

6. Fine framework of reticular tissue 
supporting the cells. 

What happens to these features in case 
of affliction with “Hodgkin’s disease?” 

1. Capsule is somewhat thickened. 

2. Trabeculae become undistinguishable 
on account of proliferation of the reticulo- 
endothelial cells which gradually replace the 
normal tissue of the gland. 

3. Following an initial hyperplasia of 
the lymphoid cells active proliferation of 
these cells begins in the medulla. 

4. Cortex and medulla appear as one 
reticular network filled with lymphocytes, 
plasma cells. eosinophilic leucocytes, epithe- 
liod cells and multinuclear network filled 
with lymphocytes: plasma cells, cosmophilic 
leucocytes, epitheliod cells and multinuclear 
giant cells. These large cells are present in 
greater or lesser numbers, have characteris- 
tic nuclei that are variously lobed or multi- 
nucleated. The importance of this type of 
giant cell as characteristic of the disease 
was emphasized by Reed, and they have 
since been known as the Dorothy Reed cells. 

5. Channels practically disappear and 
lymph sinuses are filled with cslis or are 
indistinguishable. 

6. The reticular tissue becomes more 
prominent and thickens. The connective 
tissue increases. 

Comparing the two given pictures defi- 
nite conclusions can be drawn. 

Histologically, ‘““Hodgkin’s disease” is a 
diffuse granulomatous process, character- 
ized by a confused mixture of an extraordi- 
nary multiplicity of cell forms, small and 
large lymphocytes, reticulo-endothelial cells, 
mononuclear and multinuclear giant cells, 
and often eosinophiles, polymorphonuclear 
neutrophiles and plasma cells. ‘The lesions 
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are uniformly diffused through the glands 
(contrary to the “patchy” distribution in 
tuberculous adenitis). All of the cells that 
compose the lymph gland proliferate—not 
always at the same rate, nor in the same 
degree at the same time. Proliferation of 
one type of cell may outstrip the others. 
are quantitative rather than qualitative and 
For this reason, the cellular variations ob- 
served at different stages of the disease 
no essential modification of the fundament- 
al histologic character is caused. (Differen. 
tiation from lymphosarcoma where one type 
of cells proliferate). 

This characteristic histologic picture is 
identical for every organ and tissue of the 
body that is affected. 

The Dorothy Reed cells are characteristic 
of the disease. 

The second fact that we know about this 
disease is that it is, up to date, incurable: 
in other words, it is fatal. 

With the advancement in roentgen-ray 
and radium and the noted quick disappear- 
ance of external signs of the disease, the 
hope of a cure was more than justified. Yet, 
in searching for the recorded facts, one 


comes to the conclusion that through x-ray 
treatment practically no change was or is 
brought about ‘n the progressive course of 


the disease, except prolongation of life for a 
little while. The masses treated would dis- 
appear, but new ones would arise apparent- 
ly unhindered. In Germany, Klewitz and 
Lullies reported the treatment of sixteen 
patients with the x-ray. The average du- 
ration after the onset was twenty months. 
Only one patient survived six years. They 
concluded that the treatment does not pro- 
long life. Schreiner and Mattick report in 
the J. of Roentgenology the treatment of 
46 patients afflicted with this disease and 
make the following statement: “The adeno- 
pathies disappear and the patients are made 
more comfortable under x-ray or radium 
treatment, but the course of the disease 
apparently remains unaffected.” Sternberg 
however believes that life is prolonged 
through roentgen ray therapy, citing one 
patient who is living for ten years. Still, he 
says emphatically that practically every 
case ends fatally within a few years regard- 
less of the type of treatment used. The 
concensus of opinion seems to be that life 
is prolonged by x-ray therapy when masses 
are present and that produce _ pressure 
upon the trachea, lungs or heart. In all 
other instances the patient dies with small, 
and at times microscopically invisible 
masses, instead of large ones. 

In eonnection with the afore-mentioned 
treatment-phase several known facts have 
to be kept in mind. 
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One is that large doses of x-ray destroy 
lymphoid tissue and that small doses, after 
causing a certain amount of destruction, 
bring about an actual stimulation of 
lymphatic tissue. (This fact may account 
for the early failures). 


Second, x-ray administered in sufficient 
doses causes sclerosis and fibrosis. Laigg- 
nel-Lavastine and Coulaud in 1922 describe 
a case of Hodgkin’s disease in which the 
first biopsy showed recent sclerosis in 
strands especially near the periphery, many 
polynuclears arranged in small groups, nu- 
merous young connective tissue cells, many 
eosinophiles, and a moderate number of 
very large cells of unusual shape with mul- 
tiple nuclei (Reed cells) some arranged per- 
ipherally. Thorough x-ray treatment was 
made over the enlarged nodes. They de- 
creased rapidly in size, with marked clini- 
cal improvement. A _ second lymph node 
was removed six weeks after the x-ray 
treatment. Microscopically it was almost 
entirely sclerotic, but the connective tissue 
was so active that it resembled sarcoma. 
Polynuclears were absent and only a few 
transitional forms and eosinophiles were 
present. There were none of the Reed 
cells. The conclusion they have drawn was: 
Sufficiently large dose of x-ray causes fib- 
rosis and disappearance of the endothelial 
and giant Cells in the lymphogranulomatous 
nodes. What does that mean? Through the 
x-ray a microscopical picture was produced 
which resemble or is practically identical 
with the histological appearances of the 
coarse and deforming fibrosis seen in sec- 
tions from the late stages of tumor-form- 
ing Hodgkin’s disease; the natural course 
5 ee within the node had been acceler- 
ated. 


resisting fibrosed lymph gland. May not 
here be a thought for the explanation of 
the eventual futility of our curing endeavor 
in this direction? 


THE PATHOLOGY OF HODGKIN’S DISEASE. 
Most observers of this disease state the 
following: Hodgkin’s disease is primarily an 
affection of the lymph glands. Usually be- 
inning in one group, it ultimately involves 
all or nearly all of the lymphadenoid tissue 
bf the body. It is usually accompanied by 
he formation of granulomatous masses in 
viscera, and by anemia and cachexia. 
Acute and chronic forms occur. 
According to statistical records the’ cer- 
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vical glands are most frequently affected. 
(96-100 per cent). 

Supraclavicular glands (58 per cent). 

Axillary glands (50-59 per cent). 

Inguinal glands (36-42 per cent). 

Abdominal glands (11-19 per cent). 

Mediastinal glands (33 per cent). 

The extension of the disease from the 
primary focus is usually by way of the 
lymph stream to the next group of glands 
in the course of the flow of lymph. Ac- 
cordingly the nodules in the viscera are not 
metastatic growths as in carcinoma, but 
are due to generalization of the exciting 
cause. 


The size of the several glands in each 
group varies greatly, because all of them 
are not involved simultaneously. In one 
group one often can recognize all the stages 
of the disease. Same is true of the consis- 
tency of the individual glands; some are 
harder, others softer. 

In most cases the glands are not adher- 
ent to each other, nor to the surrounding 
tissue structures. The capsules, however. 
are often infiltrated. There are reported 
cases where through the capsule the sur- 
rounding tissue was extensively invaded. In 
such cases sarcomatous transformation must 
be considered. The most markedlv invasive 
tvre occurs in the mediastinum. It is prob- 
able that such mediastinal lymph nodes are 
of long standing. unrecognized and through 
a chronic irritation process degenerate into 
the malignant type. 

The cut surfaces of the glands are uni- 
formly yellowish white. When cutting 
through a larger mass of avparently adher- 
ing grouvs of nodes, the division by fibrous- 
like bands is alwavs visible. There is a pos- 
sibilitv of extensive co-existing tuberculo- 
sis; there was never found tubercles, no ac- 
cumulations of lvmphocytes nor epithelioid 
cells, no giant cells of the Langhans type, 
and vet there was extensive necrosis. There 
are always nodes present that are not case- 
ated and they show the typical Hodgkin’s 
picture. 

The spleen is enlarged in about 60 per 
cent of cases through the presence of sec- 
ondarv growth. Mostly it is much smaller 
than in leukemia. The cut surfaces of the 
spleen show white nodules scattered through 
the parenchyma, when involved, and accord- 
ing to the literature it rarely remains en- 
tirely uninvolved. 

The liver is not always, but is very often 
involved. The infiltrations are characteris- 
tic and are present principally in the portal 
spaces and around the bile ducts. (Possible 
exnlanation of the occasional development 
of jaundice). 
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The peribronchial nodules principally at 
the hila of the lungs are infiltrated in most 
instances. Often large tumor masses in- 
volve the lungs. Extensive hydrothorax is 
often present. 

The skin is often involved. Cutaneous 
manifestations may give the first warning 
of the onset of this disease. In the abdo- 
men the lesions are usually limited to the 
stomach and upper part of the smal! intes- 
tine, but they may occur in the colon. They 
consist of massive thickening in the mu- 
cosa. The nodular thickenings tend to un- 
dergo superficial necrosis and this is about 
the only place where ulcerative processes 
may be encountered in this disease. A ter- 
minal peritonitis is not uncommon with or 
without actual Hodgkinic invclvement. 
When the retroperitoneal glands are in- 
volved often the kidneys will show granu- 
lomatous deposits in the cortex. The bones 
and bone marrow show lesions of the dis- 
ease in a considerable portion of cases. Of 
the muscles, the cervical, pectoral, intercos- 
tals and the psoas are mentioned as being 
found involved. 

As one can see, all lymphatic structures 
may fall prey to the disease and in some 
instances push themselves into the sur- 
rounding tissue. 

THE CLINICAL SYMPTOMS AND CLINICAL 

DIAGNOSIS 

When one considers the number of organs 
which may be involved already before even 
the first grossly recognizable signs of the 
disease appear and when one considers that 
Hodgkin’s is a disease of an entire svstem 
of the body, the difficulties one encoun- 
ters in the diagnosis of it are not surpris- 
ing. 

A sure diagnosis is furnished orly by the 
microscopical examination of tissue involv- 
ed by the disease. Therefore, biopsy should 
be made in every case suspicious of being 
Hodgkin’s. There is no physiological, sur- 
gical or medical reason to abstain from 
such procedure. Sometimes patients are 
afraid and refuse. Yet in most instances 
they agree eventually if properly ap- 
proached. 

Regarding the symptoms and the clinical 
diagnosis I wish to make only a few short 
remarks. They are voluminously treated 
in all modern text books and it would be 
only a waste of time to repeat. Yet a few 
hints might be of value. 

In my opinion the greatest drawback in 
treating this disease is the fact that we 
recognize its existence only when already 


superficial gland involvements present 
themselves. That is, when the disease ac- 
tually has passed its acute stage. There 


seems to be no doubt that lesions exist be- 
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fore the symptom of superficial gland in- 
volvements appear. The most scrutinous 
attention must be paid to the ailing patient 
who complains of weakness, nervousness 
and itching of the skin. If no reason can 
be found for same, x-ray examinations 
should be made. There are cases reported 
in which simply by taking films for diag- 
nostic purposes all symptoms above men- 
tioned disappeared for a while, which fact 
furnished diagnostic data by itseif. Often 
deeper-seated gland involvements are dis- 
covered in this way. 

While the early diagnosis of Hodgkin’s 
disease is not always easy one must keep 
in mind that cutaneous manifestation may 
precede all other symotoms or signs by 
several months and that these same symp- 
toms may disappear, recur and disappear 
again. 

Lesions of the mucous membranes and 
of the bones are not rare, but only over- 
looked too often. 

The early discovery of abdominal lesions 
in this disease is of importance. Lvympho- 
granulomatosis localized chiefly tn the gas- 
tro-intestinal tract -is being reported with 
increased freauency. The German schools 
claim and nossibly rightly so that many, 
even autopsied, cases have been confused in 
the vast with Ivmphosarcoma, tuberculosis, 
carcinoma and pseudoleukemia. 

One more hint regarding the biopsical di- 
agnosis: Surgeons love to remove for such 
examinations the largest or at least part of 
one of the largest glands they can find. 
This is contrarv to the aim it is desired to 
achieve. The larger glands in most in- 
stances have passed the original Hodgkinic 
stage and the histolovical appearance, while 
tvvically Hodgkinic. is harder to recogrize 
with absolute certainty on account of the 
greater proliferation and accumulations of 
cellular structures. That is the reason 
sometimes a doubtful or even false histolog- 
ical revort is encountered. The best speci- 
men for biovsical examination purposes are 
the small, only very slightly enlarged gland- 
ular masses next or near to the greater 
Ivmvh nodes. There one finds the typical 
histological picture with ease and surety. 

CLASSIFICATION 

In a deductive way, from the discussion 
of the symptoms met with in the complain- 
ing patient, and admitting that we do not 
know anything definite of the nature and 
etiology of the disease in question, the fol- 
wane classification seems to me admis- 
sible : 


1. Acute, with unrecognized localization. 
2. Localized. 

3. Generalized, superficial. 

4. Mediastinal. 
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5. Larval or typhoid. (Mainiy abdom- 
inal). 

6. Splenomegalic. 

7. Osteoperiosteal. 

8. Intestinal. 


The mediastinal form is frequently very 
invasive. ; 

In the larval or typhoid form, the abdom- 
inal glands are chiefly involved and the 
disease runs a course suggestive of typhoid 
fever. 

Before attempting to summarize the 
speculative leads about the nature and eti- 
ology of Hodgkin’s disease I wish to glance 
at the question of the existence of this dis- 
ease in animals and the question of hered- 
ity. 

The disease has been observed in the dog 


(4 cases), in the cat (2 cases), in the horse 


(1 case), in the cow (4 cases) ,in mice (few 
cases). The animals mentioned have rarely 
been used in attempts to produce the dis- 
ease experimentally. Delbe claimed to have 
produced it in a dog, but his experiment 
was not repeated. Schalgenhaufer inocu- 
lated a male pig with an emulsion of Hodg- 
kin’s gland, but the animal remained well. 
Experimental inoculations of guineapigs, 
rabbits and monkeys are reported in num- 
bers. Only one thing can be said about it: 
Proofs and verifications are wanting re- 
garding results. No case of spontaneous 
Hodgkin’s disease appears to have been ob- 
served in the common laboratory animals. 
Heredity, up to 1926, seems to be no fac- 
tor in the disease. In that year, in Vir- 
chow’s Archives for Pathologische Anato- 
mie, a report is made indicating the pla- 
cental transmission of Hodgkin’s. Two 
weeks before the end of a normal pregnan- 
cy, painless enlargement of the superficial 
lymph nodes developed in a woman aged 
thirty-one. From the microscopic examina- 
tion of an excised node, the daignosis of 
lymphogranulomatosis was made. A uodu- 
lar swelling was noted in the left supraor- 
bital region of the child when the iatter 
was eleven weeks old; the mother had died 
in the meantime and a necropsy had not 
been performed. The child died at the age 
of four and a half months. The characieris- 
tie histopathologic changes of lymphogran- 
ulomatosis were present in the bones of 
the skull, the bone marrow, the liver, the 
thymus and the retroperitoneal and mesen- 
teric lymph nodes. The early onset of the 


disease in the child convinces the authors 
of the placental transmission of the disease. 
BLOOD EXAMINATIONS IN HODGKIN’S 
DISEASE 
Under this heading we understand pri- 
marily the numerical, morphological and 
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relatively qualitative examination of the 
cellular elements, including the platelets, of 
the peripheral blood. 


It is well known that absolute diagnostic 
blood pictures are obtainable only in very 
scanty instances. We are not fortunate 
enough very often, to be able to demon- 
strate conclusive evidences; such, for exam- 
ple, as malaria, lymphatic or myelogenous 
leukemia presents. Such blood pictures as 
those of pernicious anemia and chlorosis, 
fairly characteristic, are only two out of 
the many blood examinations that give a 
diagnostic assurance. In practically all 
other instances the blood findings obtained 
as a whole must be matched with the rest 
of the clinical evidences and the result must 
be reached by deductive comparison. Here 
lies the reason why, in so many instances, 
blood examinations are omitted by men 
who otherwise are anxious to employ all 
means to reach a well supported diagnosis 
before prescribing some kind of treatraent. 


The necessity of a proper interpretation 
of the blood findings should be kept fore- 
most in the mind. The lack of such inter- 
pretation is the cause of discrediting blood 
counts. The practicing physician can only 
blame himself and not the laboratory, for 
to interpret the blood picture the laboratory 
must know as much as possible of the case. 
For example: About a week ago a white 
and differential count was ordered to be 
taken. The findings were 12,000 leucocytes 
with 76 per cent polys. The physician said 
over the phone: “Well, that’s not enough 
for an abscess,” and hung up. Two. days 
afterwards x-ray findings disclosed a large 
lung abscess, in a tuberculous patient. . The 
physician is still convinced that the blood 
count was either wrong or that it does not 
help in the diagnosis. He does not realize 
that 12,000 leucocytes with 75 per cent 
polys in a tuberculous patient who regu- 
larly presents a leucopenia and lymphocyto- 
sis can mean more than 20,000 leucocytes 
and 95 per cent polys in a non-tuberculous 
patient ..... But we are talking about the 
blood picture in Hodgkin’s disease. 


There is no characteristic blood pressure 
in Hodgkin’s. Even so, Bunting and Yates 
and a few more overzealous workers state 
the existence of such. But there are find- 
ings which more than support the clinical 
Giagnosis of Hodgkin’s and differentiates 
it from its relations and helps in the recog- 
— of the stage of Hodgkin’s one deals 
wi 

During the discussion of the symptoms 
and clinical diagnosis, as well as in describ- 
ing the histology of the disease-caused le- 


. Sions, attention was called to the three dif- 
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ferentiable stages of Hodgkin’s. These 
three stages each produce and explain these 
sometimes widely differing blood findings. 

One finds leucopenia of 1200 with 
lymphocytosis, and finds leucoytosis of 
over 100,000 with polymorphonucleocytosis. 
But there is always present an absolute 
and relative increase in large mononuclear 
cells and transitional forms. While they are 
not pathogomonic of Hodgkin’s, their rela- 
tive percentage is characteristic. 


The average blood pictures are: 


In the very early stage, normal leucocyte 
count or a slight leucopenia with a normal 
differential count including a slight increase 
in large mononuclear cells and transitionals. 

In the stages with superficial lymph 
nodes enlarged and through to the later 
stages, polymorphonuclear leucocytosis un- 
accountably high in relation to the clinical 
findings. Much increased large mononu- 
clear cells and transitionals. ; 

In the fatal stages, leucopenia with small 
type lymphocytosis. Still an increase in 
transitionals and especially in eosinophiles. 

The blood platelets are increased in num- 
bers and form pseudopod-like masses. 

The erythrocytes and hemoglobin are 
those of all secondary anemias. 

Even so the blood findings show such 
great variations in a logical evaluation with 
the clinical findings, they form a step to- 
wards the diagnosis. 

In discussing the nature and the etiology 
of this disease, one leaves the domain of re- 
ality and a travel into fairyland is neces- 
sary. As one reads the accountings of the 
endeavors to solve the mysteries and to lift 
the veil that hides the truth, one follows a 
circular road. We arrive where we started 
from. 

The fundamental problems of the nature 
and etiology of Hodgkin’s disease are still 
unsolved. 

Claims are made: 

That it is an infectious granuloma caused 
by an organism not yet identified. 

That neither tuberculosis nor the tubercle 
bacillus bears any etiologic relationship to 
this disease. 

That the contrary is true. 

That caseation necrosis may be extensive 
in the lymph nodes of Hodgkin’s disease 
and may thus resemble tuberculosis and 
lead to a mistaken diagnosis. 

That the bacillus Hodgkini of Bunting 


has no casual relationship to this disease. 
That there are reasons to believe that 
the etiologic agent is probably 2n animal 
parasite, is the newest. 
Some day we shall know. 
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A PRACTICAL ADDITION TO THE 
TECHNIC OF CHOLECYSTECTOMY 
WILLIAM O. SWEEK, M. D., F. A. C. S., and 
J. H. PATTERSON, M. D. 

Phoenix, Ariz. 


(Read before the thirty-seventh Annual Meeting 
of the Arizona State Medical Association, held at 
Tucson, Ariz., April 19-21, 1928.) 

Doyen was the first surgeon to advo- 
cate subserous cholecystectomy. This meth- 
od did not prove popular. It was beyond 
the average surgeon’s technical ability and 
required more time than most surgeons felt 
was within the limit of safety for general 
anesthesia. Doyen’ placed a tube drain 
down to the ligated stump and closed the 
peritoneum over it. This procedure did 
not reduce mortality. Ochsner’, in 1902, be- 
gan placing a tube down to the cystic stump 
and leaving it open to drain. Lester R. 
Whitaker’ describes, very beautifully, a 
procedure for removing the gall-bladder 
subserously but he does not mention the 
most important phase of this operation, 
which is the fastening of the tube in the 
cystic duct for the purpose of drainage. I 
fail to find, in the literature, details of any 
operation that utilizes the cystic duct and 
catheter as a routine method for drainage. 
This procedure is easy after one has de- 
veloped the necessary technic and had 
sufficient practice on the dog. It is not 
advisable for the casual operator to attempt 
—_ method without preliminary work on 

ogs. 

The death rate from gall-bladder surgery 
has increased 67 per cent in ten years. Part 
of this increase is due to so-called “conser- 
vative treatment” which proves, in the end, 
to be radical and disastrous. If a correct 
diagnosis of gall-bladder disease is made 
and the x-ray verifies impaired function and 
the symptoms check with the history, the 
gall bladder should always be removed. 

The technic of removal is the subject of 
this discussion. Judd and Mann‘ provea 
that removal of the gall-bladder, in animals, 
caused dilatation of the common and hepa- 
tic ducts. They did not control their ex- 
periments by providing for drainage through 
the stump of the cystic duct. Drainage by 
tube in the common duct will, in a large 
percentage of cases, cause a temporary ob- 
struction by causing edema and round cell 
infiltration. This procedure, fortunately 
for the patient, is seldom necessary. After 
the gall-bladder has been removed there is, 
without doubt, an adjustment accomplished 
at the sphincter of Oddi. However, this 
adjustment is not accomplished at once; 
hence, the dilatation of the bile passages 
with its accompanying days of pain and dis- 
comfort, with frequent death. The use of 
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diathermy, pre and post operative, is of 
value’ in gall-bladder surgery. Its well- 
known relaxing effect is of considerable 
value. With a steady increase in mortality 
and broader indications for gall-bladder re- 
moval and universal agreement that chole- 
cystectomy is the operation of choice, it 





behooves the profession to bend eery effort 
to improve our present inadequate and un- 
satisfactory technic. 


The abdomen is opened by the operator’s 
incision of choice. We prefer the trans- 
verse incision but occasionally use the in- 
cision placed close to the midline. After the 
abdomen is opened, inspection of the ab- 
dominal contents in the upper abdomen 
should be made. If the operator is working 
under local anesthesia, this is easily done. 
In cases where we wish to make 2 thorough 
inspection, we use the abdominoscope’. 
Most examinations, through an abdominal 
wound by pushing the hand in and squeez- 
ing and feeling around, are quite useless to 
discover any pathology except masses that 
are easily palpable, and these are often 
overlooked. The ideal way is a careful 
search with the abdominoscope. The fun- 
dus of the gall-bladder is then caught in 
sponge forceps. Slight traction is exerted, 
which will cause the patient to contract the 
diaphragm, thus forcing the liver and gall- 
bladder downward. The gall-bladder pre- 
sents into the wound, in the majority of 
cases, without any excessive traction. About 
45 c.c. of 0.75 per cent novocaine is then in- 
jected between the gall-bladder and liver 
and along the common duct. If more than 
ordinary tension has to be exerted, a splan- 
chnic block on the right side is then made 
by injecting 60 c.c. just to the right of the 
second lumbar vertebra into the retroperi- 
toneal space. The peritoneal covering of 
the gall-bladder is opened at a point 1.5 
cm. from the margin of the liver. Curved 
sissors are placed beneath the peritoneum 
and the peritoneal covering is stripped from 
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the gall-bladder, following a line corres- 
ponding to the transverse circumference of 
the gall-bladder at this point (Fig. 1)- The 
stripping of the peritoneum from the gall- 
bladder is continued down to the cystic 
duct. The peritoneal coat is grasped at 
three or four points and all traction re- 
quired is put on this tissue. The dissection 
is continued downward, separating the per- 
itoneum from the cystic and common ducts 
and occasionally ligating a small vessel. 
This is very easily accomplished and no ves- 
sels of any size are damaged. A right-an- 
gle clamp is placed about one inch from the 
common duct. The cystic duct is grasped 
on. either side so that the lumen will not be 
occluded and the duct is cut off proximal 
to the clamp, the clamp being left on the 
gall-bladder. The cystic duct is open and, 
if there is no stricture, a few drops of bile 
will flow back into the peritoneal pouch. A 
No. 20 F. catheter, with the tip cut off, is 
placed in the cystic duct. This is pushed 
down to within a centimeter of the common 
duct and ligated in position, with the first 
ligature placed near the common duct (Fig. 
2). A second ligature is placed about 
three-fourths of an inch above the first lig- 
ature. The peritoneal coat that has been 
acting as a sack in which the operation is 
performed, thus protecting the peritoneal 
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cavity from soiling, is now gathered in a 
purse string and the third ligature is tied 
firmly around the catheter. i 

If stones are present, the common duct 
can be opened by splitting down the cystic, 
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but this is seldom required. Care should 
be used not to handle stones roughly, for 
traumatization of the common duct will 
cause stricture. Local anesthesia is a great 
factor in protecting the patient- The rough 
technician cannot work under local. If much 
handling is going to be required it is bet- 
ter to open the duct and take out the stones. 
Speed is not a factor. The surgeon with 
limited time should not do gall-bladder 
work. Speed and general anesthetics are 
probably contributing considerably to the 
67 per cent increase in mortality. 

We have performed this operation suc- 
cessfully in eighty-one cases. It is an oper- 
ation for chronic cases- Acute cases are 
not handled by this method by us. We pre- 
fer to treat these cases expectantly until 
the acute process has subsided and then op- 
erate. If there are indications for imme- 
diate interference, only decompression 
should be done and the gall-bladder remov- 
ed later. 

The average time for bile drainage, in 
these cases, is five days. No narcotic is 
ever used after the first night and, in 
many cases, not after the operation. 

The postoperative course is a revelation 
to any surgeon who has been performing 
the classical cholecystectomy. Postopera- 


tive vomiting is seen in about one case in 
five and, if the morphine is administered 
lightly as it should be (never more than 
one-half grain in divided doses in any one 
case) there will be less vomiting. We at- 
tribute postoperative vomiting to morphine 


in a large majority of cases. 

We use local anesthesia altogether. We 
gave general anesthesia in two cases at the 
patient’s request. General anesthesia is 
not satisfactory in performing this opera- 
tion. Therefore, we have discontinued its 
use even though it is requested by the pa- 
tient, preferring that the patient go else- 
where. 

If other surgery has to be done, such as 
appendectomy, herniotomy, perineal re- 
pairs, etc., this should all be done before the 
gall-bladder is removed. If the gall-bladder 
is removed first, the patient will have a 
tendency to contract the abdominal mus- 
cles as the anesthetic dies out. This would 
interfere with work in the pelvis- Therefore, 
it has always been our custom to do the 
gall-bladder work last. 

The advantages of this operation are nu- 
merous. It provides drainage of the biliary 
system, and, at the same time, permits 
cholecystectomy: It prevents dilatation of 
the common and hepatic ducts; prevents in- 
terference of liver function by back pres- 
sure; it eliminates the danger of death 
from blowing off or cutting through of a 
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ligature and it leaves no raw surface to 
which adhesions can form. It opens up the 
lymphatics surrounding the bile ducts where 
most of the pathological processes origi- 
nate. It shortens the operative stay in the 
hospital and gives a more comfortable post- 
operative period. It reduces to a minimum, 
in fact, in the hands of a careful operator, 
it should eliminate all accidents due to 
anatomical anomalies of the cystic arteries 
(cystic, common, hepatic and pancreatic 
ducts). In this operation the cystic artery 
ig not cut and not ligated. The branches, 
if any are encountered sufficiently large to 
require it, are ligated. ; 

This operation appeals to us as a distnict 
improvement over any operation previously 
described. 
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DISCUSSION 


DR. VICTOR GORE, Tucson. (Opening discus- 
sion) :—I want to compliment Dr. Sweek on the de- 
scription of a very beautiful operation. Am frank to 
say that it is new to me in the detail in which he has 
demonstrated it, and appeals to me as a distinct im- 
provement over what we have been doing prior to 
this time. There is no argument over the fact that 
the proper thing to do with a diseased gallbladder is 
to remove it. Many cases who have been subjected to 
drainage return later to the same or some other sur- 
geon to have the gall-bladder removed. I must admit 
Dr. Sweek reports; however, I believe it is better 
that I am not able to perform nearly so high a per- 
centage of these operations under local anesthesia as 
for the patient to have them done under local. I do 
not think Dr. Sweek means to say that every; gall- 
bladder case needs to be drained following cholecys- 
tectomy. I reported a series of thirty-five case in 
1922, to the Oklahoma State Medical Association, 
where we removed the gall-bladder and closed with- 
out drainage. Only one case was re-opened and the 
reason for that was that on the fifth or sixth day 
the patient had every symptom of a tremendous in- 
ternal hemorrhage. We opened him and found noth- 
ing. Aften he was returned to bed, he expelled by 
bowel a large quantity of blood; four or five days 
later the patient died and postmortem examination 
showed typical typhoid ulceration of the bowel. I 
would like to have Dr. Sweek discuss that question 
again, as to whether he believes every case requires 
drainage. We all know that many do, but the chroni- 
cally diseased gall bladder, especially the type which 
is white and shriveled, without stones, or with a sin- 
gle hard stone and no symptoms of blocking of the 
liver ducts, I think can perfectly well be removed 
without drainage. I believe it is just as safe to re- 
move the gall-bladder without drainage as it is to 
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remove the appendix without drain. There is no rea- 
son for draining the gall-bladder because it is the 
gall-bladder, than for any intestinal or appendix op- 
eration. When the duct is ligated or vessel is ligated, 
it ig not necessary to tie them with a rope. If a man 
believes ligature will slip off or break, he had bet 
ter drain. I have found that ligating witn No, 1 cat- 
gut is safe. The pressure in the vessels of the liver 
and in the ducts is very low, and they can be ligated 
with a fine strand of catgut. 


DR. C. A. THOMAS, Tucson:—I feel that Dr. 
Sweek is using a very unique method of cholecystec- 
tomy. I have never used it, but feel that he mentions 
some things in connection with the operative technic 
which are very valuable and es ‘would bear be- 
ing emphasized. He says he does not drain the acute 
gall-bladder. His idea of draining by this method in 
chronic gall-bladder disease is valuable, for the rea- 
son that if you have chronic gall-bladder disease, you 
also have a chronically diseased liver. Therefore, if 
you remove only a portion of the focus of infection, 
certainly you are doing your patients justice if you 
drain the remaining portion of the infected tissue, 
which the liver is. By using drainage, you also re- 
lieve the back pressure and distention of the common 
duct, thereby relieving your patient of a great deal 
of pain as well as probable further damage to the 
liver, by permitting the overflow through the cath- 
eter. The injection of the novocain between the gall- 
bladder and the liver, which I frequently use under 
local anesthesia, separates the gall-bladder by the 
pressure of the injection; it is a great help. In 
chronic gall-bladder diseases, there is also chronic 
hepatitis or disease of the ducts of the liver which 
has rendered the function of the liver below normal, 
an all these patients will be benefited by preventing 
-< of heat by diathermy during the operative pro- 
cedure. 


DR. H. D. KETCHERSIDE, Yuma, Ariz.: In 
connection with the drainage of the gall-bladder, I 
will mention a method used at the Mayo Clinic. They 
feel that there is nearly always an associated he- 
patitis and that a certain number will require drain- 
age. So they leave the stump of the cystic duct with 
a slip knot, leading the suture out through the inci- 
sion, and then put in a gutta percha drain, corrugat- 
ed. If the patient begins to act up, they pull on the 
ligature and it comes off and they have drainage. If 
this is not required, in a few days, it loosens up and 
comes out. 


DR. J. M. GREER, Mesa, Ariz.:—This method of 
Dr. Sweek is somewhat unique. I have seen him 
work several times, and it appeals to me as a very 
surgical thing to do. We adopted this method in our 
last case. I would like to emphasize what Dr. Thom- 
as has said about drainage. There is an associated 
hepatitis with most of these cages, in which case it 
seems to me that drainage is logical. A great many 
surgeons ligate tightly and close tightly and seem to 
get away with it, but this does not mean that they 
are doing the best thing for their patients. 


DR. W. L. BROWN, El Paso:—I do not wish to 
speak so much in discussion of this operation as in 
genera] emphasis upon that sort of work. The doc- 
tor has just spoken about Mayos. I heard Judd state 
last October that they found in a large series of 
cholecystectomies, that the cases had been better 
where they had ligated and closed without peritoneal 
drainage. We have had two experiences in the last 
six weeks that set us thinking. We often hear it stat- 
ed that we ligate the cystic duct and sew the wound 
with “No. 1 chromic catgut” or No. 2 or what not. 
We had operated ‘two patients, one one day and the 
other the next. Patient on whom hysterectomy was 
done had wound fall open on the eighth @ay and on 
the se a. day the wound on the setend patient 
on whom cholecystectomy was done, did the same 
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thing. The patient with cholecystectomy had recent- 
ly had infection with stones; we had removed the 
gall-bladder and ligated with No. 2 catgut, which we 
have always used, after crushing the duct. When 
these two wounds fell wide open, I found upon mak- 
ing close examination that there was no evidence in 
the woman of any catgut in the wound, and in the 
man with cholecystectomy we found four knots and 
that was all that was left of the catgut; meaning 
that this catgut at the end of eight days had been 
completely absorbed and was no longer renderin 
service. We found that the catgut they used s' 

the exact number of days, as ten days, twenty days, 
etc., but their tests were done by burying that catgut 
in the stomach where there is no stress on it; there 
is no indication what to expect when there is stress. 
When we found the catgut gone and only knots left, 
we went back and found that we had paid no atten- 
tion whatever to the length of time it was intended 
for, an had been using ten day catgut. I mention 
this to suggest that we had better know something 
— catgut and length of time it is intended 
to b , 


DR. J. I. BUTLER, Tucson:—No absolute rule 
can be laid down| In those cases Dr. Sweek has been 
talking about, if a gallstone is found, the probability 
is that there has been stricture of the common duct. 
This could be investigated and the calibre determined 
and the probability of some back pressure be esti- 
mated: the question of drainage should depend on 
that. If you get a stone out of the duct, acute edema 
may set in and interfere with drainage and give back 
pressure sufficient to interfere with liver function 
and possibly pressure on the stump of the duct. If 
no such condition exists, there igs no reason for not 
at > thing off completely and having a closed 
wound, 


W. L. BROWN, El Paso:—There was something 
I started to say about mv cholecystitis case. He fell 
oven on the second day. The duct opened up and dis- 
charge bile after being crushed and ligated. If his 
abdomen had remained closed, we might have had 
serious consequences. 


DR. W. O. SWEEK. Phoenix, (Closing) :—Dr. 
Gore mentioned the question of drainage. I did not 
develon this method with the idea of drainage, that 
is merely incidental. Drainage occurs and is of value, 
but the idea of putting this catheter in is to eliminate 
the five or ten ver cent mortality from gall-bladder 
surgerv, which is occurring all over the country. If 
Dr. Brown’s ligature had come off on the third or 
fourth dav and the: sphincter of Oddi had not been 
relaxed by the constant flow of bile. he would have 
lost his patient. That is the reason for putting that 
catheter in the duct# it is a safety valve; it is the 
main thing in the operation. Taking it out beneath 
the veritoneum is a mere incident. It is nut in the 
evstic duct as a safety valve. to prevent the overflow 
of bile from backing up. The first thing that hap- 
pens when vou traumatize the peritoneum is a con- 
traction of the abdominal muscles. Why do we think 
that the same contraction does not go on inside? 
When you operate under local anesthesia. and your 
patient is not completely paralyzed, you will fre- 
quently notice peristaltic contraction maintaining it- 
self for fifteen or twenty minutes: intestines con- 
tract and remain so. The constant flow of bile over 
the sphincter of Oddi relaxes it. If that swhincter 
contracts and your morphine stons the flow of bile. 
there is nothing to release that for the time being. 
That is the reason for this safety valve. When the 
bile begins to flow, it will flow rapidly, because the 
liver is a very rapidly secreting gland. The result 
is that the common and hepatic ducts dilate, patient 
gets right shoulder pain and is in trouble. 


Dr. Ketcherside mentioned the method of tying the 
duct off and of putting drain down in the vicinity 
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of the cystic duct. I have always considered that 
poor surgery and do not advocate it. If you are go- 
ing to drain, the thing to drain is the bile system 
through the bile ducts; the surrounding tissue is a 
minor matter. If you must put a drain in, why not 
put in this kind which acts as a safety valve? Then, 
if you have a stone coming down from the hepatic 
duct, blocking the common duct several weeks after, 
the bile will find its way along the tiny groove that 
this catheter make. Have had that happen in one 
case, in which the gal-bladder was full of stones, 
‘ with stones in the ducts and in the liver. He passed 
rocks for several months and this little channel saved 
his life on two occasions. The time that the catheter 
remains is not an important factor, so long as it 
stays more than twenty-four hours. Have had it 
come out at 48 and 72 hours in several cases; no 
harm was done, the bile draining out along the tract 
for five or six days; by the end of the fifth day you 
rarely have any bile coming through. By that time 
the bile is passing freely through the common duct, 
the bowels move and the patient is comfortable. 





OSTEITIS FIBROSA CYSTICA, OR 
BONE CYSTS 
By ROBERT J. DOSTAL, M. D., 
Jerome, Ariz. 

(Read before the Northern Arizona Councilor 
Meeting, held at Flagstaff, Ariz., June 16, 1928.) 

Osteitis fibrosa cystica, or bone cysts, 
are in reality pseudocysts and not true 
cysts, as they are not lined by endothelium. 
They usually affect the long bones, chiefly 
the femur, humerus and tibia, occurring in 
the shafts and rarely involving the epiphy- 
ses. They are generally single, but cases 
of multiple cysts have been reported, es- 
pecially in the bones of the hands and feet, 
and in the humerus, femur, and pelvis. It 
is essentially an affection of young subjects 
in the growing stage. Most cases are found 
between the ages of nine and eighteen. 
They are rare in the real young and, when 
found in older people, are believed to have 
originated while the patient was young and 
to have remained dormant. Both sexes are 
equally affected. 

ETIOLOGY 

The true etiology of the condition is still 
wnder discussion. Several theories have 
been set forth. Probably the earliest, and 
the one which is still accepted by many, is 
that of von Recklinghausen, who consider- 
ed the condition basically inflammatory 
with a replacement of bone structure by 
fibrous tissue which later degenerates and 
becomes cystic. The theory of degenerated 
tumor tissue has been advanced and dis- 
carded. Trauma has been given as the basic 
cause, with resultant hemorrhage, hemato- 
ma formation, and degeneration. Quite re- 


cently Phemister and Gordon have present- 
ed two cases in which they have isolated 
streptococcus viridans from the cystic fluid, 
and conclude that the cysts are of inflam- 
meateny nature due to specific bacterial] in- 
vasion. 
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PATHOLOGY 

Grossly, the bone usually appears swol- 
len in all dimensions although, in a very 
small cyst, this may not be marked. The 
periosteum is intact unless a pathological 
fracture has occurred. The walls of the 
cyst consist of a thinned cortex, sometimes 
only of eggshell thickness. There may or 
may not be a fibrous lining. Its contents 
usually consist of a clear, serous fluid, but 
sometimes is of a thick brownish nature. 
In a few cases there is no cyst formation, 
but the bone shell covers a mass of solid 
fibrous tissue. 

According to Bloodgood, “The microscopic 
appearance of the solid mass of fibrous tis- 
sue filling the bone shell, or of the con- 
nective tissue lining, or of the tissue found 
in the dilated haversian canals of the bone 
shell where there is no connective tissue is 
identical.” It is all apparently of connective 
tissue origin. Moreover, almost always, ac- 
cording to the same authority, cellular 
areas may be found consisting of spindle 
cells and round cells. It is this tissue which 
on frozen section may be mistaken for sar- 
coma. The spindle cells, however, are ap- 
narentlv of the connective tissue tvpe which 
form fibrous tissue, and the round cells, ac- 
cording to Sisk, are either osteoblasts, 
which have not yet formed bone. or cells 
which arise from proliferation of the endo- 
thelial cells of the blood vessels. 

Verv occasionallv. if the lesion is near 
the epiphvsis, a circumscribed area of hy- 
alin cartilage mav be found. 

SYMPTOMS 

The svmptoms of bone cvsts are very 
few. As a rule. pathological fracture follow- 
ing a relatively slight injury is the first 
sien of trouble. 

In some cases. however, there may be 
vague rheumatoid pains occurring in the 
bone involved. In other cases. the evst is 
nainless and, after a long period of latencv, 
there is observed a progressive increase in 
the size of the bone. The skin remains 
normal. and there is no increased circula- 
tion. The enlargement is hard and of uni- 
form consistencv. It may vary greatly in 
size, some reaching quite enormous propor- 
tions. There are no general symptoms such 
as Joss of weight or fever. 

Bloodgood summarizes the clinical fea- 
tures of bone cvsts as follows: first, the 
age of onset under twenty; next, fracture 
from slight cause; next, expansion without 
vain; and fourthly, the tendency for spon- 
taneous healing. 

COURSE 

There is usually a long period of latency. 
The cysts may grow progressively larger or 
remain the same size for years. Some 
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times there is spontaneous disappearance 
with healing. More usually there is patho- 
logical fracture, which may or may not be 
followed by healing. 
PROGNOSIS 
The prognosis is good. The cysts act like 


benign tumors. General condition is never 

affected. Occasionally spontaneous healing 

occurs. Fracture or operation leads to com- 

plete cure. There is no recurrence. 
DIAGNOSIS 

At times the diagnosis of bone cyst is 
evident because of typical clinical history, 
examination, and x-ray findings, while 
again diagnosis can only be made after ex- 
ploratory operation. 

In making the diagnosis, these few clin- 
ical facts must always be remembered. 
Bone cysts usually occur under the age of 
twenty; they practically always involve the 
shaft and never the epiphysis; they are 
usually painless; pathological fracture is 
common. 

The x-ray shows gradual replacement or 
destruction of the cancellous bone within 
the cortex, and expansion of the cortex 
without periosteal bune formation or evi- 
dence of infiltration outside the shell. More- 
over, x-ray following fracture usually shows 
rapid union by callus formation and ossifi- 
cation of the central tissue. This is im- 
portant, as many conditions to be consid- 


ered in the differential diagnosis of bone 


cysts may show healing following patholog- 
ical fracture, but. bone cysts are the only 
ones to show central ossification. 

In the differential diagnosis, one must 
consider giant cell tumor, sa.coma, chon- 
droma, myxoma, secondary carcinoma, 
chronic osteomyelitis as Brodie’s abscess or 
tuberculosis, syphilis, and finally myeloma. 

Giant cell tumors practically always in- 
volve the epiphysis, and are rarely seen un- 
der the age of sixteen. 

Sarcomas also are rare in childhood, and 
usually on x-ray show involvement of sur- 
rounding tissue. Occasionally, however, in 
the very early stage, it is impossible to dif- 
ferentiate a sarcoma from bone cyst except 
by exploratory operation and microscopic 
study of specimen. 

Chondromas are found only in adults. 
X-rays, according to Ewing, show osteo- 
porosis of the ends of the bones and often 
a cystic appearance, while the compact bone 
at the ends of the shaft is very deficient. 
The structure shows a persistance and over- 
growth of poorly ossified or calcined carti- 
lage. The ordinary epiphyseal line is irreg- 
ular and obliterated. 

Myxoma is also rare and almost always 
shows involvement of surroundimg tissue, 
thus ruling out bone cysts. 
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Carcinoma is always secondary to a 
growth elsewhere, which is usually evident 
in the clinical findings. X-rays are charac- 
teristic of tumor formations. 

Syphilis is usually evident from history, 
physical examination, and laboratory find- 
ings. A solitary gumma involving shaft of 
bone is possible, but x-ray usuaily shows 
the characteristic periosteal and _ cortical 
thickening of bones. 

Chronic osteomyelitis usually shows in- 
volvement of surrounding tissues with some 
osteogenesis. Pain is a marked symptom. 
Sinus formation is suggestive of tuberculo- 
sis. Occasionally a mild infection as a 
Brodie’s abscess may give a typical x-ray 
picture, but pain is again a prominent fac- 
tor. : 

Myelomas are always rare, more so in 
children, and practically always multiple, 
while bone cysts are rarely so. 

Bloodgood has this to say about the dif- 
ferential diagnosis, “If the patient is under 
fifteen years of age, one may be quite cer- 
tain it is 2 bone cyst. When the epiphysis 
is involved, it is usually a giant cell tumor. 
If the patient is an adult, one must bear in 
mind the rarer chondroma, myxoma, metas- 
tatic tumor, multiple myeloma, and sarco- 
ma.” 

At times it is necessary to resort to ex- 
rloratory operation to establish a diagnosis- 
The exploration should be done carefully 
and bloodlessly to prevent possibilitv of 
transplanting tumor tissue. Bloodgood gives 
the technic mainly asfollows: The soft tis- 
sues should be examined carefully, as in- 
volvement woruld suggest sarcoma or other 
malignancv. However, if operation follows 
rathological fracture. there will always be 
an inflammatorv reaction, and one must not 
be misled by this. When bone is reached, 
strip periosteum and examine cortex. Re- 
move small piece of hone. In a evst with- 
out lining, the fluid will immediately escape. 
If there is a lining, one will meet it after 
removing the cortex. It is of connective 
tissue of variable thickness and very tena- 
cious. When this lining is perforated, fluid 
will escape. Occasionally the entire cavity 
may be filled with fibrous tissue, and it is 
this, condition that is often mistaken for 
malignancy. 

If tumor explored is of a cartilaginous 
nature, this will be easily distinguished on 
gross and microscopic examination. Myxo- 
ma resembles tapioca, and is colored here 
and there with blood. Giant tumor resem- 
bles granulation tissue. It is friable and 
shows a mixture of different shades of red 
tissue and white tissue. Moreover, some 
types of malignant tumor resemble this 
giant cell tumor. One distniguishing factor 








342 


is that the benign giant cell tumors never 
have cavities containing blood, while sarco- 
mas do. 

Frozen sections should always be taken 
and examined with care, not forgetting that 
bone cysts contain areas of spindle and 
round cells. 

TREATMENT 

If the bone shell is intact in the x-ray, 
subsequent pictures will show whether 
there is further expansion or thinning, or 
whether there is ossification. When furth- 
er involvement is shown, immediate opera- 
tion is indicated. If condition remains sta- 
tionary, there is a possibility of spontaneous 
healing, but operation is usually simple and 
offers a quicker cure, and probably will 
prevent pathological fracture. 

If there is a fracture, subsequent x-rays 
will probably show rapid healing and ossi- 
fication; if not, then operate. 

When you operate on a supposed bone 
cyst, first explore and be sure by gross and 
microscopic studies that it is a bone cyst. 
The diagnosis being made, the treatment is 
simple. If there is no connective tissue lin- 
ing, all that is necessary is to wipe out the 
cavity and close. If there is a connective 
lining, remove as much of it as possible. If 
it is a solid mass of osteitis fibrosa, remove 
by curetment. Some authors advise cau- 
tery, but this does not seem to be necessary, 
althovgch it does no harm. 

If the bone cyst is large, the shell should 
be crushed and the cavity filled with the 
fragments. If the cavitv is unusually large, 
sometimes it is advisable to use a bone 
transvlant to hasten healing. 

If there is much. bleeding, it is sometimes 
necessary to pack with gauze, close, and 
keep wound sterile for three or four days, 
after which gauze is removed and trans- 
plantation is done if necessary. 

The occasional extremelv huge bone cyst 
should be overated on with great caution, 
due to the tendency ot hemorrhage, if much 
resection is done. As little as _ possible 
should be removed. and one must always be 
ready for amputation if hemorrhage is ex- 
treme. 


CASE REPORT 


Patient, a Mexican male child, seven vears of age, 
was nerfectly well until Sunday, April 15, 1928. when 
he fell while playing. Did not seem like a bad fall, 
but the child complained ai great deal of pain in the 
right arm and refused to use the same. There was 
swelling and tenderness over the bone of the upper 
half of the arm. Monday. April 16th. the child was 
taken to a phvsician. who examined the arm but 
found no crepitation or other evidence of fracture, 
and told the parents the ininry was not severe, prob- 
ably only a bruise. The child, however, continued to 
complain and on April 25th, ten dave after the in- 
jury, the child was brought to the hospital for ex- 
amination. 
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On direct questioning, the parents. were positive 
the child had not complained of pain in the arm pre- 
vious to the injury, and they had noticed no swelling 
or enlargement previous to this time. History was 
also negative for trauma to this arm previous to in- 
jury on April 15th. 

Past history was negative except for an occasional 
cold. He had had no infectious diseases or any other 
severe illness. 

Family history was negative for tuberculosis or 
any other disease. 

Examination: General examination was essentially 
negative. Local examination showed swelling and in- 
duration about the upper half of tre right humerus, 
with marked tenderness over this area. The lower 
half of the humerus was easily palpable, felt normal, 
and was not tender. As one passed up the arm, how- 
ever, you came upon a firm swelling that seemed 
connected with the bone and was very tender. There 
was no crepitation or evident movement of bone ends, 
no angular deformity, no palpable fracture ends. 
Skin appeared normal. 





X-ray showed an evident fracture through a rari- 
fied area in the upper third of the right humerus. 
(Fig. 1.) There was slight expansion of the cortex, 
but the bone shell was intact except at the fracture 
line. Slight callus formation was already visible. 

Diagnosis: Diagnosis of bone cyst with pathologi- 
cal fracture was made. 

Treatment: Treatment was conservative. The 
arm was put up in an aeroplane splint. There was 
no deformity and traction was unnecessary. 

Subsequent x-rays have shown healing of fracture 
and probable ossification of the bone cyst, thus con- 
firming diagnosis. 

COMMENT 

An effort has been made to give a fairly 
comprehensive review of the subject of 
bone cysts, with no attempt at originality. 
Words of other authors have been used ex- 
tensively, especially those of Joseph Colt 
Bloodgood. 

The case presented seems quite typical of 
bone cyst with pathological fracture, fol- 
lowed by healing and ossification. 
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VINCENT’S INFECTION ABOUT THE 
GENITALS, WITH REPORT OF CASE 
OF UTERINE INFECTION 


A. J. McINTYRE, M. D., 
Phoenix, Arizona 


(Read before the thirty-seventh Annual Meeting 
of the Arizona State Medical Association, held at 
Tucson, Ariz., April 19-21, 1928.) 

The subject of infection by Vincent’s 
spirchete in association with the bacillus 
fusiformis, has been the subject of numer- 
ous papers and much confusing discussion. 
It is ordinarily regarded as an infection lim- 
ited to the mouth and upper respiratory 
tract, until the term “angina” has become 
rather firmly fixed in our minds when think- 
ing of Vincent’s disease. However, it has 
been repeatedly proven that these organ- 
isms can be the cause of infection almost 
anywhere in the body—throat, lungs, skin, 
testinal tract, and genital tract. Davis and 
Pilot, in their comprehensive study on these 
organisms, reported in 1922, found them 
normally in four important areas of the 
body, namely, the throat, about the teeth, 
about the appendix, and about the genitals; 
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in the latter cases, they were found under 
the prepuce in the male and about the clito- 
ris in the female. They are normally sapro- 
phytic, but become virulent under favorable 
conditions and produce widespread lesions. 
Among the lesions in which these organ- 
isms are found are the usual Vincent’s an- 
gina, ulcero-membranous gingivitis, noma, 
pharyngomycosis, pyorrhea, putrid alveolar 
abscess, putrid pneumonia, lung gangrene, 
bronchial spirochetosis, putrid otitis media, 
erosive balanitis, necrotic ulcers of the vul- 
va and vagina, intestinal spirochetosis. 

The same authors, in a further study 
(Arch. Derm. & Syph. Nov., 1924), discuss 
the distribution of these organisms about 
the genitalia of normal women. Fusiform 
bacilli and spirochetes were found in 58 per 
cent of normal women about the clitoris, 
though hardly ever in the vagina, where 
conditions are not normally favorable for 
their existence. They found them import- 
ant infecting agents in syphilitic lesions of 
the vulva, erosive and gangrenous vulvitis, 
condylomata acuminata, necrotic fibroids 
and carcinoma of the uterus and vagina. 

The work of Brams has established 
the occurrence of these organisms about the 
genitalia and their association with a num- 
ber of lesions in this area. He found trat 
the preputial secretions of 50 per cent of 
100 men investigated showed these organ- 
isms, and in twenty-one of thirty-six preg- 
nant women, the normal smegma contained 
them. 

The fuso-spirochete organisms belong to 
a group of bacteria very aptly called, by 
Davis, opportunists. By this is meant that 
they are commonly found about the body, 
leading a saprophytic existence, but cap 
able of developing pathogenic powers under 
favorable circumstances. Under such favor- 
ing conditions, they develop rapidly and 
cause extensive lesions. 

It is a recognized fundamental principle 
that the distribution of infectious processes 
in the body is largely determined by the 
normal distribution of such opportunist 
organisms; for example, the staphylococcus, 
which normally inhabits the skin, is the 
cause of most skin infections; the strepto- 
coccus normally occurs in the throat and up- 
per respiratory passage and most strepto- 
coccus infections appear in these localities. 

From the tonsillar location, these organ- 
isms cause the well known Vincent's an- 
gina; from the teeth, the ulcerative gingi- 
vitis, alveolar abscesses, pyorrhea alveolaris, 
putrid otitis media, pulmonary abscess, gan- 
grene and spirochetosis of the lungs. 

The course of this infection is usually 
one of sevgre illness, the temperature run- 
ning a typical infective course. In the 
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severe type, the patients have very severe 
chills with a temperature ranging around 
104 or above. As the chill subsides the tem- 
perature falls to around 100, exacerbations 
usually occurring from ten to fourteen 
hours apart. As the disease progresses, the 
chills become more frequent and the tem- 
perature higher, until the patient finally 
succumbs. 

Following is the report of this infection 
occurring within the uterus: 


~~ “GASE REPORT .- 

Female, age 33, entered the hospital on Feb. 28, 
with the following history: Strong, healthy woman 
up to about three .weeks-ago. About Feb. 5th, had 
had a criminal abortion, The uterus had been packed 
on two different oceasions until fetus was expelled. 
On Feb. 11th, patient began having chills and run- 
ning a high temperature, three, chills coming on iat 
about'12 hour intérvals, and lasting for about one 
hour. At this time, temperature would go up to be- 
tween 106 and 107.5. rectal.. Patient was becoming 
more weak each day. What treatment had been giv- 
en, I da not know. I was asked to take charge of 
the patient on Feb. 28th. ' 

Examination at this time showed patient extreme. 
ly sick, ‘with worried ‘expression, very anemic; rath- 
er hard of hearing and unable to talk without con- 
siderable exertion, , ena 

Head and neck negative. No enlargement of thy- 
roid. No cervical adenitis. . | 

Chest rather thin, equal expansion on both sides. 
——_ unable to find evidence of pulmonary path- 
ology. : ~s 7 
- Heart normal ifi'size and position. Very rapid in 
action although heart beat was regular. 

Respiration normal. 

Abdomen flabby, no areas of tenderness on palpa- 
tion. 

Vaginal examination: No vaginal discharge and 
no discharge from cervix. Uterus slightly larger 
than normal but apparently not tender. Ovaries nor- 
mal. No tumors in pelvis.* A tentative diagnosis of 
streptocececic septicemia was made. 

On admission,.temperature was 101, patient was 
perspiring profusely and was having a chill. Tem- 
perature during time in hospital ranged from 99 to 
106.5, usualy dropping twice in twenty-four hours. 
Bl Wassermann negative. Spinal fluid Wasser- 
‘man negative. Widal reactions were negative to ty- 
phoid and the paratyphoids A and B. Malta fever 
agglutination test negative. Blood was negative for 
malaria. : 

Urinalysis showed slight trace of albumin, many 
pus cells. Hemoglobin was 30 per cent, erythrocytes, 
1,570,000 ; leukocytes, 7,600- polynuclears 90 per cent. 
Spinal fluid was-clear,,.no. increased pressure; cell 
count seven. Smears were made and _ no bacteria 
found. Cultures were negative. Examination of 
stools was negative. : 

Because of the low hemoglobin, on March Ist, pa- 
tient was given 60 c.c. of blood by transfusion, but, 
due to the reaction, no more could be given. She was 
put on general expectant treatment and for a while 
appeared to better, although was unable to make 
a definite diagnosis, but assumed there was some 
retained portion of the products of conception in the 
uterus.. Considering the history given by patient, I 
was reluctant about tampering with the inside of the 
uterus. 
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On March 7th, patient developed a vaginal dis- 
charge. Smears were made, showing numerous spi- 
rochetes and fusiform bacilli, morphologically re- 
sembling Vincent’s angina. Hemoglobin was 25 per 
cent, patient was transfused and 700 c.c. of blood 
given with no reaction, and she felt better for two 
days. She was given, three injections of salvarsan, 
intravenously, and this was repeated in 24 hours. 


Patient began growing progresisvely worse, nearly 
pulseless, cyanotic, cold and clammv, with all signs 
of impending death. Expired March 11th. 


Autopsy report: Uterus slightly enlarged, shows a 
mass attached over a large base protruding into the 
lumen. The cervical portion shows hemorrhagic ex- 
travasation and membranous exudate on the surface. 
Microscopic sections, including both uterine wall and 
intra-uterine mass, show embryonic structures hav- 
ing undergone marked inflammatory change and de- 
generation, evidently representing retained and de- 
generated placental tissue. 


Smears from uterus show spirochetes and fusiform 
bacilli morphologically resembling. Vincent’s angina. 
Culture shows organisms of staphylococci, strepto- 
cocci and colon-like bacilli. . ; 


DISCUSSION 


DR. D. F. HARBRIDGE, Phoenix (opening) : This 
paper is exceedingly interesting from several points 
of view. In the first place, the character of the blood 
picture fits in so exactly with one of the recently 
published Cabot cases, in which a young man em- 
ployed in a rubber factory gave a certain blood pic- 
ture which made it difficfult ‘to determine whether 
he was suffering from poisoning from the rubber ma- 
terial or from Vincent’s angina, and the final diag- 
nosis was Vincent’s angina. 


The case is of interest to me from another angle. 
This particular case shows the absolute viciousness 
of criminal abortion. I cannot go into details though 
I feel it keenly, because I knew this girl and had 
protected her for five years. To think that a man, 
a member of a county society affiliated with this or- 
ganization, instead of lending moral support to a 
woman I had taken care of for five years, would de. 
liberately, for the sake of a paltry sum of money, do 
a thing of this sort, makes my blood boil. Undoubt- 
edly her death was due to the abortion, very prob- 
ably because of the dirty instruments or dirty hands 
of this abortionist. 


DR. W. WARNER WATKINS, Phoenix: I became 
interested in looking up the literature on Vincent’s 
infection, when Dr. McIntyre reported this case in 
staff meeting. I was astonished to find out the ex- 
tent of this infection in the human organism. Ap- 
parently it is responsible for nearly all of the infec- 
tions accompanied by fetor, as we ordinarily see 
them. The angina from which the infection criginal- 
ly acquired its namc (Vincent’s angina) is only one 
of the minor manifestations. 

In addition to the gangrene and bad odor, there is 
a marked anemia produced by Vincent's infection, 
and it is probably the cause of the anemia accom- 
panying many malignancies where there is secondary 
infection and neciosis. In carcinoma of the uterus, 
the fetor is probably caused by this organism, and 
much cf the aremia. 

In making examination for Vincent’s infection, it 
must be remembered that we will not secure results 
by culture, as the urganism does not grow on the or- 
dinary culture media. They are found in direct 
smear from the lesion or from the infected material 
—sputum, pus, tissue, etc. Furthermore, the path- 
ologist should be informed about what the clinician 
is looking for, as the staining for Vincent’s is a spe- 
cial process, and the organisms might be entirely 





—_—s 


& orma & 


'. fF *8F F&F SF — Owe Ue 


a ee ee wetiemhotehl sel TrclUlClUc OVOrlC CrCl 8!l Ee oO! US 


—_——~ Ns FF Ss we 


os’ § — or ft WM et 


AUGUST, 1928 


overlooked, unless proper cooperation is accorded the 
laboratory consultant. 


This paper and report is interesting, not only be- 
cause it is the only reported instance of infection 
within the body of the uterus which we could find, 
but because it again calls to our mind the importance 
of this organism and the altace distribution of 
the lesions caused by it. 


DR. J. I. BUTLER, Tucson: It seems that, in this 
case; salvarsa: ven intravenously could hardly be 
expected to ad this sloughing mass in the uterus, 
which was ae its toxin. It is possible that, 
if the drug had been applied directly into the uterine 
cavity, it might have given better results. 


DR. O. H. BROWN, Phoenix: I recall one case 
recently in which a man had a number of teeth 
pulled. One of the areas not clearing up, we found 
this organism. He was given salvarsan intravenous- 
ly and locally, but did not clear up; then perborate 
was used, as brought out by some El] Paso man years 
ago. Infection cleared up promptly. 


DR. J. J. McLOONE, Phoenix: From the nose and 
throat standpoint, we get many cases of Vincent’s 
without apparent lesions. Dentists frequently pick 
these cases up. I should like to emphasize the im- 
portance of making smears as well as cultures. Cul- 
tures are necessary, because the infection is usually 
associated with streptococci and staphylococci. In 
treating these, we follow practically the method of 
the late Dr. Stark, whom we should remember as the 
promulgator of the use of sodium perborate. I find 
that the quartz light in conjunction with the perbor- 
ate is) very effective; it is surprising how quickly 
the cases will clear up with that line of treatment. 
in regard to salvarsan, it has its placein Vincent's 
angina, but must be applied directly in rather con- 
centrated solution. I have used it occasionally and 
dentists use it constantly with good results. 


DR. W. O. SWEEK, Phoenix: I should like to em- 
phasize the point about using smears. I make it a 
routine practice to take smears as well as cultures in 
every case of cervicitis that I treat or examine. You 
will be surprised at the number of organisms you 
do not get on culture. Smear has considerable value, 
and I do not know why it hag gone into disuse. It 
will save grief to make both. 


DR, W. L. BROWN, El peo Texas: Since the 
subject has come up about sodium perborate, I will 
clear up a point about the Stark method. This is 
not applied in solution, but, with a wet swab, the 
powder is packed directly upon the lesion, wherever 
the lesion is. That is much better than using it in 
solution. When wet, it gives off free oxygen, and in 
solution soon loses its efficiency. Keep u Ad, the appli- 
cation continuously, reapplying et as n I have 
seen some desperate cases get well 


DR. A. J. McINTYRE, Phoenix (closing): It is 
very true that the bacillus fusiformis and Vincent’s 
spirillum are associated with the streptococcus. 
Some authorities have found out that, if a section of 
infected tissue is examined, in the bottom of this tis- 
sue an almost pure growth of spirilla will be found; 
in the middle will be many spirilla and some fusiform 
bacilli, and on the surface will be many of both, with 
streptococci. Some are beginning to believe that the 
streptococci are later forms of the fusiform bacillus. 
In the treatment, we use concentrated solution of 
neosalvarsan; that is, .4 Gm. dissolved in five minims 
of sterile water. It will disslove in that amount of 
water and, if you can use it as a topical application 
to an area of Vincent’s infection every two hours for 
one of two days, and then follow with a ten per cent 
solution of copper sulfate, in a few days it will clear 
up the infection. One authority says this is better 
than the perborate. 
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OCCIPUT POSTERIOR POSITIONS 
Their Importance, Diagnosis and Treatment 


F. B. SHARP, M. D. 
Phoenix, Arizona 


Occiput posterior positions of the fetal 
head are probably the most frequent cause 
of pathological labor with resultant morbid- 
ity and mortality of both mother and child, 
especially the latter. At the same time it 
is a condition that is usually responsive to 
proper treatment, but often leads to disas- 
ter if not recognized until late and if im- 
proper treatment, or no treatment at all, is 
instituted. There is nothing new or original 
that can be added to recent discussions of 
this anomaly, yet there is an object to be 
gained by keeping it fresh in our minds and 
to summarize the important facts regarding 
it and the important steps in its treatment. 

That it is a frequent occurrence is well 
attested by the fact that most observers 
find it in a large percentage of vertex pre- 
sentations. The opinion of obstetricians of 
unquestioned ability would indicate that 
the incidence is around 20 per cent. Barnes, 
in a recent article, feels that it may occur 
in as high as 25 per cent of all cases of 
labor. A more recent observation from the 
Edinburgh Royal Maternity Hospital states 
that the abnormality occurred in 18 per 
cent of vertex presentations. Potter, of Buf- 
falo, states ‘that he finds it in 60 per cent 
to 70 per cent of his cases because he ex- 
amines them early, before rotation has oc- 
curred. I feel that this is much too high to 
find a counterpart in the average obstetri- 
cal practice as my cases are carefully 
watched and it is felt that the previous fig- 
ures are more accurate. At any rate, the 
condition is met frequently enough to as- 
sure us of its importance as a pathological 
tactor in childbirth. 

It cannot be said that all these labors be- 
gin as occiput posteriors. De Lee believes 
that the head in most instances enters the 
pelvis in the transverse and careful watch- 
ing will show that this is true in the aver- 
age labor. Normally rotation must then oc- 
cur to occiput anterior, which fortunately 
occurs in the majority of instances, espe- 
cially when the occiput is on the left. Prob- 
ably only 3 or 4 per cent of occiput pos- 
terior positions occur on the left. There 
seems to be more of a tendency for a right 
occiput position to become posterior which 
may be due, among other reasons, to the 
fact that the right half of the pelvis is a 
bit flattened in. most individuals and the 
left oblique a trifle shorter than the right. 
In either transverse, if the patient is close- 
ly watched during descent of the lead in 
labor, a somewhat posterior position may be 
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found to exist for a short time, later rotat- 
ing anteriorly and lending nothing of the 
abnormal to the observation of the attend- 
ant. There being no other pathology, these 
cases can hardly be termed as abnormal 
when labor is progressive and terminates 
spontaneously in the usual manner. All too 
many, however, rotate posteriorly and be- 
come persistent, calling for judgment and 
skill on the part of the doctor. 


If we accept the statements of authori- 
ties in this matter we must give more than 
a passing thought to this condition. While 
De Lee admits that it is not possible to 
hazard more than a guess, he believes :t 
safe to say that 5,000 of the 100,000 babies 
who die in the United States every year 
during the course of labor die because of 
the position in which they unfortunately 
have been placed for delivery. Conversely, 
he feels that the majority of these babies 
could be saved if the mechanism, course 
and treatment of this form of dystocia 
were understood. It strikes us with greater 
force when Hirst tells us that there is more 
than a 9 per cent mortality rate for the 
babe. De Lee further assures us, and his 
experience and judgment is unquestioned, 
that the morbidity and mortality of the 
mothers from this cause is tremendous and 
devastating. The mother suffers from pain, 
exhaustion with resultant lowering of re- 
sistance to infection, hemorrhage, and fre- 
quently terrible lacerations either from a 
final spontaneous delivery of an abnormal 
position or from misdirected surgical inter- 
vention. In this connection we are further 
told, “The condition itself and the opera- 
tions performed by reason of it, cause un- 
told and untellable suffering; the childrens’ 
brains are damaged, the mothers’ soft parts 
lacerated and destroyed. I am convinced 
that, in the United States, ten times as 
many babies are lost from this complica- 
tion as from contracted pelvis.” Barnes 
notes, however, that some degree of con- 
tracted pelvis is frequently coincident or a 
causative factor in the anomaly. 


The causes of this anomaly are numerous, 
and a discussion of them would be didactic 
in nature. It is well to remember that dis- 
proportion either way between the fetal 
head and the bony pelvis may exist. Pelvic 
deformities are frequent. Variations in the 
shape of the fetal head, an arm prolapsed 
under the occiput, the presence of tumors, 
an abnormal pelvic floor which does not as- 
sist in rotating the head, and other condi- 
tions infer that the cause is frequently me- 
chanical and should be studied from that 
viewpoint. 

We are taught that clinically there are 
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two main types. In the first the head stays 
high and will not engage in the pelvis. This 
class is rarely met with and is the hardest 
to treat since labor usually comes to a 
standstill or some other anomalous position 
develops. In the second type the head en- 
gages in the pelvis where the occiput may 
rotate anteriorly, or the head stops in deep 
transverse rest, or may deliver in the trans- 
verse, or may rotate backward to the hol- 
low of the sacrum, becoming a persistent 
occiput posterior or occiput sacral. Even 
then Nature sometimes, frequently at ter- 
rific cost, affects spontaneous delivery. 
This mechanism is mentioned merely to re- 
mind us of the danger to mother and babe 
unless proper help is given. Frequently in 
this type of case difficulties are met with 
from the start of labor. The bag of waters 
may rupture early. The head does not de- 
scend properly against the cervix and into 
the pelvis so that the pains are frequently 
weak and ineffectual. Labor drags on with- 
out evidence of progress, exhausting the pa- 
tient, frightening the family and worrying 
the doctor. Dilatation of the cervix is slow 
and the elapsed time for a normal labor is 
long past before the time for operative in- 
terference, outside of cesarean section, is 
at hand. 


Diagnosis of an occiput posterior posi- 
tion is, of course, the first step in the prop- 
er management of such a case. Failure to 
do so early, and worse yet, not at all, is 
frequently disastrous. I feel that the abil- 
ity to accurately diagnose the position of 
the fetus in utero, both before and during 
labor, is absolutely essential whether a 
physician’s obstetrical practice consists of 
one or a thousand patients. Fetal position 
cannot be accurately diagnosed by the posi- 
tion of the fetal heart tones, and nothing 
less than accuracy will do in the proper 
treatment of an occiput posterior position. 
A systematic, routine method of diagnos- 
ing fetal position should be practiced dur- 
ing the latter weeks of pregnancy and dur- 
ing labor. There are several points in this 
technique. The direction, whether longi- 
tudinal, transverse, or oblique, of the long 
axis of the fetal ovoid should be ascertained. 
The contents of the fundus is then deter- 
mined, whether there is a ballottable head, 
or a breech or small parts. Attention is 
turned to the inlet and the fetal part pres- 
ent there, and to the head, whether it is 
floating, movable or fixed. By palpation the 
cephalic prominence, which is usually the 
forehead, is found. Polak’s maneuver may 
help and an effort should be made to de- 
termine the direction of the saggital di- 
ameter. Care is taken that the head is not 
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in extension and that the cephalic promi- 
nence is not the occiput, as sometimes oc- 
curs. Finding fetal small parts on the same 
side gives assurance, and also the fact that 
the fetal body is in flexion throughout like 
the letter “C”, and not extended as a modi- 
fied letter “S”. A shoulder is also felt for, 
but its locatoin is only of moderate value. 
The average text book does not properly 
emphasize the importance of continually 
practicing this observation. 

Quite readily then, except in fleshy wo- 
men and occasional unusual cases, when the 
patient has been observed during the latter 
days of her pregnancy and in early labor, 
the existence of an occiput posterior posi- 
tion can be determined. It is true that 
fetal position may change between exam- 
inations. In fact, the head may rise out 
of the inlet and come down in the direct op- 
posite position. In some series of cases, ac- 
cording to Miller, 60 per cent of the labors 
which start as occiput posteriors, rotate an- 
teriorly and deliver spontaneously. Like- 
wise, Many cases beginning as an occiput 
anterior, or transverse, rotate posteriorly 
either temporarily, or become persistent. 
As labor progresses and the head sinks into 
the pelvis, determination of its exact posi- 
tion from external examination becomes 
more difficult. In most cases of posterior 
positions of any marked degree an easily 
noticeable concavity, or hollow, is seen 
above the pubis, most apparent when the 
abdomen is viewed in profile. Internal ex- 
amination, when the cervix is sufficiently 
dilated, may be necessary to establish diag- 
nosis, and is imperative in the not infre- 
quent cases where certainty is difficult to 
establish. In favorable cases and with ex- 
perience, the rectal examination may be 
sufficient, but under proper antiseptic and 
aseptic precautions a vaginal examination 
is frequently preferable unless the case is 
potentially infected from some known focus, 
or if there is a possibility of a cesarean 
section being necessary later. Especially 
then, if there is early rupture of the bag 
of waters, slow progress, with weak, irregu- 
lar pains, the head remaining high at the 
inlet of the pelvis, or after descending into 
the pelvis and the advent of hard pains 
makes no progress, more so in the absence 
of disproportion between fetus and pelvis, 
we should suspect an occiput position and 
properly examine the patient if we have 
been so negligent as not to have done so 
before. 

In the treatment of these cases, the suc- 
cessful management is usually a question 
of knowledge of such cases tempered with 
judgment. Nowhere else in obstetrics can 
meddlesome midwifery find such an oppor- 
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tunity to do harm. In contrast, seldom does 
obstetrical judgment have the oportunity to 
do good and successfully terminate a case 
otherwise disastrous. In many cases the at- 
tendant is perplexed by the weak, nagging, 
unproductive pains. It is frequently found 
that the head is high, possibly partially de- 
flexed, and is not entering the pelvis prop- 
erly to make pressure upon the great cervi- 
cal plexus. Instructing the patient to lie on 
her side toward which the fetal back points 
frequently presents the occiput to the pelvic 
inlet with resultant descent of the head and 
a tendency to rotate anteriorly. In any la- 
bor, if a woman wants to lie on a side, I 
think the position of the fetus should be 
determined, and the patient should be at 
least told what side not to lie on, as I have 
seen deflexion occur with dystocia from ly- 
ing on the wrong side persistently. Again, 
in deflexion attitudes, when the cervix is 
sufficiently dilated Hodge‘s maneuver may 
be tried at the time of the vaginal exam- 
ination, the sinciput pushed up while the 
occiput is pushed down with the outside 
hand. It is granted that the obstetrician 
has previously made himself familiar with 
the pelvis, and before extensive vaginal man- 
ipulations, and before the opportune time 
for a cesarean section has passed, he should 
be absolutely sure that delivery can be ef- 
fected from below. 

Then when mechanical abnormalities are 
removed, we have a classical means of stim- 
ulating pains. The giving of a large dose of 
castor oil or a hot enema, or both, some- 
times proves effective. This is esvecially 
useful if pains do not start with the rup- 
ture of the bag of waters. The mother 
should be encouraged to walk about, but 
should not.be exhausted. Quinine should 
be given guardedly, especially since we now 
frequently use Gwathmey’s synergestic an- 
algesia in these cases. Pituitrin rarely has 
a place here and so rarely indeed that I 
have used it only once, a dose of two min- 
ims to start the pains again after a rest of 
fourteen hours from morphine. Ether was 
necessary in this case to control the pains 
when they did start. 

After many hours of unsatisfactory prog- 
ress due to weak pains, many cases respond 
with good pains after a night’s rest induced 
by morphine, supplemented where indicat- 
ed by Gwathmey’s synergestic analgesia. 
It is to be remembered that neither the 
mother or fetus is in any particular danger 
except that of exhaustion of the mother, as 
long as the membranes are intact. The mem- 
branes should not be ruptured to induce 
pains in this position unless the cervix is 
dilated or nearly so. Where the membranes 
are ruptured prematurely and the pains are 


ee ee eee te 





348 


not productive, the head high, or the cervix 
tough and unusually slow in dilating, the 
hydrostatic bag may prove the only solu- 
tion. If one is sure of his aseptic technic, 
Bauer’s procedure of replacing the lost 
liquor amnii by physiological salt solution 
may be used in certain instances where 
there is a tendency for retraction of the 
uterus about the fetus with resultant dan- 
ger both of asphyxia of the child from in- 
sufficient aeration of its blood, and almost 
inevitable serious difficulty in subsequent 
delivery. It is especially worthy of consid- 
eration when a version is indicated and 1s 
reported to render that operation easy when 
otherwise impossible from the above condi- 
tions. Cases are frequently seen where the 
pains are severe, the contractions good, 
and other conditions, such as pelvic meas- 
urements, satisfactory, but the rigid cervix 
fails to dilate due to spasm of the os. 
Toneff here advises morphine and atropine 
and prefers to administer the combination 
in suppositories. The dreaded contraction 
ring sometimes disapvears with the giving 
of adrenalin hynodermically. Guarding the 
mother then against infection. exhaustion, 
adding to her comfort, watching the de- 
scent of the head into the velvis and the 
dilatation of the cervix, aiding the normal 
mechanism. and suvvlanting Nature only 
when she fails, is the conduct of the first 
stage. 

As previouslv stated. prohably two-thirds 
of occiput vosterior vositions rotate an- 
teriorly and are delivered snontaneously. 
Prover flexion of the head. whether occur- 
ring in the normal mechanism of labor or 
rroduced bv the well-timed and proper 
maneuver of the skliled obstetrician, aids 
in this snontaneous anterior rotation. The 
mechanism of the occinut striking the mus- 
cular hammock formed by the muscles of 
the pelvic floor is amvly discussed in all 
good textbooks. Spontaneous delivery in 
certain of these cases is a tribute to the 
skill of the phvsician just as much as if the 
deliverv were instrumental and much more 
spectacular. In fact, in many cases where 
instrumental deliverv is necessarv it might 
have been different had the conduct of the 
earlier stages of the labor been proper. 
However, there is a definite proportion of 
occiput posteriors that must be delivered by 
overative interference in spite of every con- 
scientous effort to make it otherwise. Such 
a delivery is frequentlv the final expression 
of the knowledge and skill which the ob- 
stetrician has exhibited or should have ex- 
hibited throughout the conduct of the case. 

The operative delivery must be adjusted 
to meet the varying conditions found in 
these cases. If the head remains high, if 
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the pelvis is known to be small, the woman 
a primipara, especially if advanced in years 
with tough, resistant pelvic tissues, a cesa- 
rean section is easier to do and is safer, 
especially for the infant, than delivery from 
below is apt to be if conditions for the ab- 
dominal operation have been fully met. 

Version undoubtedly has a place in simi- 
lar cases where the head is high, the case 
neglected and cesarean section contra-indi- 
cated. Ample pelvic dimensions of course 
are desired, and the bag of waters not too 
long ruptured. The skill of the operator in 
this maneuver is a big item and in many 
instances it is to be preferred to high for- 
ceps. 

It is to be remembered that the early 
part of this article was devoted to means 
of bringnig the head into the pelvis and in 
manv eases proper treatment couvled with 
sufficient time will mold a head down into 
the pelvis and a far easier delivery results 
thereby. The fretfulness of the patient, 
nravers of the familv. the imnatience of the 
physician. or his fear that the failure of 
the patient to deliver immediately casts «. 
reflection on his ability as an obstetrician 
is frequently the cause for too early at- 
tempts at delivery, followed by disaster. 
Onlv rarelv is it necessary in a well conduct- 
ed case to onerate hefore the head has en- 
tered the pelvis and complete dilatation of 
the cervix has taken place. Certainly it is 
occasionallv necessarv to do otherwise, but 
the necessity is regretted as the difficulties 
of the operation vile up and the extent of 
the damage to the mother and child are 
later viewed. Unless manual dilatation of 
the cervix in such instances is easily accom- 
plished, Duehrssen’s incisions of the nearly 
dilated structure in a clean case should be 
done and later repaired. 


Pronerly conducted to the voint of oper- 
ative delivery, we usually find the head en- 
gaged in the pelvis lving in the transverse, 
or one of the posterior positions. or occa- 
sionallv existing as an occiput sacral. Some 
deflexion attitudes such as a brow presenta- 
tion may be present but it is supposed that 
attention has been directed toward such pos- 
sibilities much earlier in labor. In the usual 
type of case delivery may be accomplished 
by the use of the Kielland forceps in effect- 
ing anterior rotation and subsequent deliv- 
ery. The Scanzoni maneuver was former- 
ly the method of choice. There have been 
recent modifications of this procedure, but 
their success, especially in avoiding dam- 
age to the pelvic structures, is dependent 
upon a high degree of training and skill. 

In the average case the method of choice 
includes. the detail of protecting the per- 
ineum by manual stretching which is pre- 
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ferred by some, or by a medio-lateral epis- 
iotomy. The head is freed from the grasp 
of surrounding structures and mobilized. 
Sterile green soap has made successful many 
such a difficult detail. The head is rotated 
with the whole hand in the vagina and 
grasping the occiput, the left hand being 
used for right positions, the right hand for 
left positions, while the outside hand gently 
strokes the shoulder in the desired direc- 
tion and prevents the head from escaping 
out of the pelvis. The forceps are now ap- 
plied and I prefer De Lee’s modification of 
the Simpson. Ordinarily there is no serious 
difficulty, but when the head persists in re- 
turning to its original abnormal position 
while the forceps are being applied, the 
right blade may be introduced first and the 
locking of the handles accomplished with 
some maneuvering. It is taken for granted 
that there has been no mistaking the actual 
position of the head. realizing that certainty 
in this matter can ‘alwavs be obtained with 
the feeling of an ear. Listening to the fetal 
heart tones every few seconds, and making 
moderate traction in the proper axis of the 
nelvic canal, in other words, proceeding with 
a properly executed forceps delivery should 


produce gratifying end-results. 
SUMMARY 


Occiput posterior positions are a relative- 
ly freauent complication of labor. Maternal 
morbidity is high. and the death of the 
fetus frequent. if the condition is not prop- 
erly treated. Diagnosis of the anomaly is 
all-important. Close observation of the pa- 
tient with conservative treatment until com- 
plete dilatation of the cervix and proper 
moulding of the head has occurred, is best 
during the first stage. Failure to rotate an- 
teriorly and deliver spontaneously when the 
cervix has been completely dilated for a 
reasonable length of time calls for skillful! 
operative interference. At this stage, most 
cases can best be delivered by manual rota- 
tion of the head and forceps extraction, the 
perineum being protected in the primipara 
by episiotomy. 

REFERENCES 

Barnes, Charles S., American Journal of Obtsetrics 
and Gynecology, Vol. 12, No. 5, 1926. 

Miller, D., Edinburgh, M. J., XXXIV, 1927. 

De Lee, Joseph B., Inter-State Post-Graduate As- 
sembly of America, St. Paul Minnesota, Oct., 1925. 

Toneff, E., Gynec. et obst., 1926, XIV, 384. 
aml Lee, Joseph B., Principles and Practice of Ob- 

ics. 





DERMATITIS GANGRENOSA 


LESLIE M. SMITH, M. D. 
El Paso, Texas. 


(Read before the El Paso County Medical Sc- 
ciety, May 14, 1928. 

Aside from the gangrene produced direct- 
ly by physical or chemical trauma, that as- 
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sociated with the vascular and ncurovascu- 
lar disturbances such as thrombo-angiitis 
obliterans and Raynaud’s disease, and that 
fairly commonly associated with , diabetes, 
a rare type of gangrene involving the skin 
has been described by Wende’, Hartzell’, 
Lancashire’, and others, as dermatitis gan- 
grenosa, which is a more or less definite en- 
tity. This condition is also described as 
dermatitis gangrenosa infantum when it oc- 
curs in children following the exanthemata, 
typhoid, and other debilitating diseases; 
and as multiple gangrene of the skin. These 
are descriptive terms which do not apply 
to the case here reported, this case occur- 
ring in an adult, and having no tendency to 
autoinoculation or multiplicity. 


The disease is of infectious origin and 
occurs in individuals haying a lowered lo- 
cal or general resistance. Local tissue re- 
sistance may be lowered by trauma, throm- 
bosis or embolism. The general condition 
favoring the development of dermatitis gan- 
grenosa may be brought about by various 
dehijitating diseases: and several chemicals 
and drugs. such as carbon monoxide, ergot, 
and chloral in large doses have been accused 
of the same effect. 

Various organisms have been found in 
the pus from these lesions, notably B. pyo- 
cyaneous, B. diptheriae. and staphylococcus; 
and B. pyocyaneous and staphylococcus have 
been found in the internal organs in fatal 
cases. 


The typical lesion of dermatitis gangre- 
nosa begins as a purplish spot. which may 
or may not become bullous, followed by ul- 
ceration and ravidly spreading destruction 
of tissue. The lesions in the cases reported 
have usually been autoinoculable. After 
considerable destruction of tissue recovery 
is the rule. 


CASE REPORT 


Mrs. M. B., aged about 38 years, was seen March 
26, 1928, through the courtesy of Dr. R. L. Mar- 
rett. Past history was negative except for ma- 
laria, a suspicion of tuberculosis several years ago, 
ard some nervous trouble with occasional fain’ 
ing attacks for several years. Several days before 
the onset of the present trouble the patient had a 
severe attack of renal colic and was in bed for 
several days. During the attack, 1 gr. of morphin 
was given in broken doses, and in addition to this 
the patient took two ounces of somnos, an un- 
known quantity of veronal and codeine which she 
had. As a result she slept for three days. During 
this three days a purple macule was noticed over 
the coccyx. In the course of the next two days 
this became bullous and _ ulcerated, the ulcer 
spreading rapidly for the next few days, destroy- 
ing the skin and subcutaneous tissue. There was 
considerable pus of a foul odor exuding from 
around a gray slough. The depth of destruction 
was uncertain, and it was thought that there might 
be a perforation into the rectum, but after injec- 


.tions of gentian violet solution we were -unable to 
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find any dye in the stools. X-ray at this time failed 
to reveal any bone pathology beneath the ulcer. 
The temperature hovered around 101 degrees. The 
urine was normal with the exception of a trace of 
albumen and a few pus cells. The Wassermann 
was negative. The blood count showed: white 
cells, 7,000; red cells, 3,500,000; polys 70 per cent; 
Hb. 80. Smear from the lesion revealed gram neg- 
ative bacilli (probably B. coli), and gram positive 
diplococci. 

The lesion at the beginning of treatment was an 
ulcer somewhat larger than a silver dollar, probab- 
ly three-fourths of an inch deep, and containing 
foul pus and gray slough. 


The ulcer was washed out with Dakin’s solution 
every hour for three days, then every two or three 
hours. After this procedure was initiated there 
was very little spreading of the ulcer. On April 
4. the Dakin’s solution was discontinued, there be- 
ing no odor and very little pus, and the lesion 
was treated with a 10 per cent aqueous solution 
of gentian violet three times a day. On April 5. 
the patient was able to walk around and was 
taken to the office for ultra violet treatment. This 
was repeated every two or three days, and on April 
13 the ulcer was about 50 per cent filled with 
granulations, there was practically no soreness, 
and the patient was allowed to return to her home 
in. another city. 


This case is presented with the purpose 
of calling attention to an uncommon condi- 
tion involving the skin and subcutaneous 
tissues, with rapid destruction and almost 
as rapid healing once the lesion is freed of 
infection. In this case it is thought the 


recent illness, the general depression result- 
ing from large amounts of hypnotics, the 
anemia, and possibly pressure over the 
coccyx during the narcosis, were all etiol- 
ogical factors, which allowed the infection 
to produce this destructive lesion. 
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DISCUSSION 


In discussion of Dr. Smith’s case, Dr. Leigh re- 
ported a case of extensive gangrene in a 4-year-old 
American, male child, as a complication of chicken- 
pox. In the first year of life the child had had a 
violent gastro-enteritis but its health, until the 
chicken-pox, had been excellent. The eruption 
had been very heavy, with considerable constitu- 
tional reaction. A slough occurred in front of left 
ear at the site of a deep pock. This spread, with 
necrosis, to the periosteal covering of the cranium. 
On the same side, under the angle of the jaw, a 
similar necrosis with edema developed that left 
the jugular vessels and cervical nerves exposed. 
Other sloughs developed on the scalp, the dorsum 
of the feet, and the scrotum and the buttocks. 
Some serous foul-smelling fluid escaped but never 
any pus. Fully one-half of the scalp sloughed. The 
lesions first appeared edematous and hard, then 
black with a gray necrotic base. Peripheral ex- 
tension continued in all lesions. The boy lived 
two weeks. Culture was not constant for any one 
arganism. This condition occasionally accompa. 
nies chickenpox in the emaciated and probavly can 
be classed as dermatitis gangrenosa. The case 
reported was apparently in excellent health prior 
to the chickenpox. 
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PLACENTA PREVIA 
Report of Cases and Treatment 


HARRY VARNER, M. D., 
El Paso, Texas 


(Read before the El Paso County Medical So- 
ciety, April 9, 1928). 


The thirteen cases of placenta previa re- 
ported in this paper are taken from the ob- 
stetrical service at the City-County Hospital 
and do not include cases seen in private 
practice, for the reason that the latter cases 
are seen and treated under slightly more 
favorable circumstances. The cases admitted 
to the service at the City-County Hospital 
in almost all instances have had question- 
able internal examinations and other inter- 
ference before admission. The postpartum 
care is given in a general surgical ward 
having infected cases, the same nurse hav- 
ing the care of both classes of cases. There- 
fore, the results in this series of cases are 
not as good as we expect to obtain in cases 
seen in private practice. 


CASE 1. 

Mrs. A. R., multipara, admitted to hospital Feb 
ruary 15, 1925, had no trouble in previous labors. 
Last night began to hemorrhage and a midwife 
was called, who in turn, called a physician. Pa- 
tient was seen by a physician this morning and 
referred to hospital. 

There is slight bleeding but patient does not 
show any effects from hemorrhage. External ex- 
amination indicates about eight months pregnancy 
with vertex presenting. Cervix is about one and a 
half fingers dilated. The placenta located on pos- 
terior wall and cervix, extending to anterior lip. 
The membranes were ruptured artificially and a 
tight abdominal binder applied with a pad above 
the fundus. Patient was left alone and began 
having pains the following morning. There was 
slight bleeding when pains first began but veappli- 
cation of binder forced the head down against cer- 
vix and stopped the bleeding. 

Patient made a normal delivery of female child, 
weight five pounds, about 26 hours after admission. 
The placenta was expelled spontaneously and there 
was no excessive bleeding during or after delivery. 
Mother and child in good condition. 

Patient made a normal recovery. 

Diagnosis: Partial placenta previa. 


CASE 2. 

Mrs. C. Z., fourth pregnancy, admitted to hospital 
February 22, 1925. No trouble in other labors. Says 
she began hemorrhaging yesterday and was at- 
tended by a midwife who packed the vagina. The 
bleeding continued until last night, when she was 
sent to the hospital. 

External examination shows about 7 months 
pregnancy, with vertex presenting—the cervix 
about two fingers dilated but rather firm and not 
thinned out—the placenta is implanted on the pos- 
terior wall and covers the os—several blood clots 
expelled. Because of the rigidity of the cervix the 
vagina was again packed firmly with gauze and a 
tight abdominal ‘binder applied with pad above 
fundus. Patient began having pains and about 18 
hours later expelled part of packing from vagina, 
and this was followed by considerable hemorrhage. 
With patient under ether the remainder of. the 
packing was removed and the cervix was about 
four fingers dilated. With finger pushing up along 
anterior Hip the placenta was separated from the 
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anterior lip and membranes ruptured artificially. 
With pressure from above the vertex packed off 
the placenta and there was no further bleeding. 
Patient delivered spontaneously, 45 minutes later, 
a stillborn female, weight 5 pounds. Baby made 
no attempt to breathe after birth. The mouth and 
throat were filled with amniotic fluid and blood. 
Patient had postpartum infection localized in pel- 
vis. Temperature began to rise above normal on 
third day after delivery ranging from 100-103 for 
about 10 days, and then it began to show gradual 
fall to 99-100. Patient left hospital against advice 
on March 12th, eighteen days after admission. 
There was still slight tenderness over uterus and 
discharge was normal. Diagnosis: Partial placenta 


previa. 
CASE 3. 

Mrs. G. R., age 33, gravida 9. Admitted July 21, 
1925. She has had four normal labors and four 
abortions. Patient thinks her last menstrual pe- 
riod began about October 15, 1924. Says she had a 
slight bloody discharge each month but this did 
not show for more than one day, except four 
months ago, when it was slightly more than usual, 
but she had not had any bleeding since, until 
about 2 a. m. this date, when she passed several 
large clots; and again at 8 a. m. she passed some 
more clots. 

Abdominal examination wouid indicate about 
eight months’ pregnancy. External examination 
shows cervix to be dilated about two fingers with 
an old laceration extending high up in cervix on 
left side. The placenta completely covers the os 
and seems to extend about two inches up on the 
anterior lip. There is moderately profuse bleeding. 
An attempt was made to rupture the membranes 
but this increased the bleeding. The vagina was 
packed firmly with gauze. A tight abdominal bind- 
er with pad was applied. After 24 hours, packing 
was removed and cervix about fully dilated. The 
membranes ruptured artificially and an easy ver- 
sion and extraction of 7-7% months stillborn fetus, 
placenta delivered manually, uterus contracted 
well; flow normal. 

Patient had temperature of 101 twenty-four hours 
after admission. Temperature went to 103, one 
time, two days after delivery, and then gradually 
dropped to normal. Patient was discharged in 
good condition August 3, 1925, fourteen days after 
admission. 

Diagnosis: Partial placenta previa and postpar- 
tum infection. 

CASE 4. 

Mrs. C. H.. age 29, gravida 5. Admitted to hos- 
pital September 18, 1925. Other labors normal; no 
abortions. Temperature 100 on admission. Patient 
having moderately profuse bleeding. The vagina 
was packed with gauze by interne and tight ab- 
dominal binder applied with pad above fundus. 
The packing was removed 12 hours later. The 
“Macenta separated from the margin of the an- 
terior lip and membranes were ruptured artificially. 
Binders reapplied. Hemorrhage stopped. Pa- 
tient delivered spontaneously. Mother and baby 
in good condition. 

Patient had temperature 99-100 for several days 
after delivery and on one occasion it was 101. 
Mother and baby were discharged September 26, 
ee in good condition, eight days after admis- 
sion. 

Diagn“sis: Partial placenta previa. 

CASE 5. 

Mrs. J. S., gravida 8. Admitted March 26, 1925. 
History of having a fall 3 weeks ago, followed by 
slight bleeding. also of having a profuse hemor- 
rhage before admission to hospital. Pulse 120-130 
and moderate hemorrhage soon after admission. 

Examination shows vertex presenting but heart 
sounds are not heard. Cervix two and a half fingers 
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dilated and placenta attached to posterior wall and 
left side. Placenta covers os and extends about 
one inch up on anterior lip and right side. This 
margin was separated and membranes ruptured ar- 
tificially. Large blood clots were passed out but 
there was no fresh bleeding. A number 4 Voor- 
hees bag was put within the amniotic sac and light 
weight attached. A-tight abdominal binder and: pad 
were applied. 

The bag was expelled 12 hours later, followed 
almost immediately by stillborn fetus. There was 
moderate bleeding following delivery of placenta 
but uterus soon contracted down firmly and bleed- 
ing stopped. Pulse went to 140 after delivery. The 
patient was given black coffee per rectum and 
hypodermoclysis. Patient had slight postpartum 
temperature, but did not go above a 100 at any 
time. Discharged April 15, 1926, in good condition, 
twenty days after admission. 

Diagnosis: Partial placenta previa. 


CASE 6. 

Miss J. P., age 22, gravida 1. Admitted June 21, 
1926. Patient was sent to hospital because of 
vaginal bleeding. Abdominal examination indicates 
premature baby with breech presenting, The 
placenta covers the os. The membranes were rup- 
tured artificially through edge of placenta. A 
Voorhees bag was inserted within amniotic cavity. 
and vagina packed with gauze. A tight abdomina! 
binder and pad applied. 

The packing and bag were removed after 23 
hours, followed by moderate bleeding. The feet 
were pulled down and easy extraction done. Pla- 
centa delivered manually. Baby premature and 
cyanotic, died one hour later. Mother in good 
condition, normal puerperium. Discharged in good 
condition June 28, 1925, seven days after admis- 
sion. 

Diagnosis: Partial placenta previa. 


CASE 7. 

Mrs. G. M., age 26, gravida 5. Admitted August 
16, 1926. Patient has had two normal labors and 
two abortions; patient referred to hospital by 
physician for placenta previa. 

Examination indicates about 8 months’ pregnancy 
with fetus in transverse position. On August 25, 
patient began bleeding freely. Under ether, mem- 
branes were ruptured through edge of placenta 
and Voorhees bag inserted into amniotic cavity. 
Light weight attached and tight abdominal binder 
and pad applied. Hemorrhage stopped. Patient 
had very irregular pains of poor character. The 
following day bag had not been expelled and 
was removed. Cervix almost completely dilated. 
Dilatations were completed manually. Version and 
easy extraction done. Patient began hemorrhaging 
profusely, due to atony of the uterus. Placenta 
delivered manually and uterus packed with gauze. 
Small laceration left side of cervix not repaired 
and not bleeding. Pulse 150 immediately after de- 
livery. 

The uterus packing was removed the following 
morning. Temperature was normal and pulse i14. 
Second day postpartum, patient had temperature 
102.2, pulse 110. Third day after delivery, 104, 
with all signs of bronchopneumonia in both lungs. 
Patient continued to run high temperature and died 
September 4, 1926, ten days after delivery. Pa- 
tient did not show signs of a localized infection in 
pelvis. The pulmonary involvement, however, was 
most likely due to a direct extension through the 
lymphatics to the lungs, following the delivery. 

Diagnosis: Partial placenta previa. Postpartum 
pulmonary infection. 

CASE 8. 

Mrs. E. B., age 33. gravida 6. Admitted to hos- 

pital January 24, 1927, referred from prenatal clinic. 


_Her other labors normal. She gives a history of 
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having slight bleeding for 5 weeks. There is 
slight bleeding after admission. 

Examination ‘indicates about 8 months’ pregnan- 
cy with vertex ‘presenting. Fetal heart was. not 
heard. Temperature 99.2, pulse 108. The cervix 
one and one-half fingers dilated with placenta on 
posterior wall and covering os. The membranes 
were ruptured artificially and tight abdominal bind- 
er and pad applied; this stopped the bleeding. The 
patient delivered spontaneously, 36 hours later, a 
stillborn female child, weight about 5 pounds. 
Bleeding at delivery, normal. 

Postpartum normal and patient was discharged 
January 28, in good condition, four days after ad- 
mission. 

Diagnosis: Partial placenta previa. 

CASH 9 

Mrs. M. N., age 33, gravida 15. Admitted to 
kospital February 24, 1927. Patient says she has 
had thirteen normal labors and one premature la- 
bor. She gives a history of bleeding for past three 
days. Having free vaginal bleeding on admission 
to hospital. Temperature normal, pulse 118. 

Examination indicates about six months’ preg- 
nancy with vertex presenting. Vagina packed with 
gauze by interne. About 12 hours later (heart 
sounds R L Q) packing removed from vagina. Cer- 
vix about three fingers dilated. The placenta 
located on posterior wall and right side. The 
separated portion of placenta hanging free in the 
cervix. Several large clots passed but no fresh 
bleeding. Membranes were ruptured and tight 
abdominal binder and pad applied. There was 
no further bleeding. Patient delivered normally, 
12 hours later. a stillborn female child. Bleeding 
normal at delivery. Patient. had a normal puer- 
perium. Discharged in good condition, March 6th, 
ten days after admission. 

Diagnosis: Partial placenta previa. 

CASE 10. 

Mrs. J. O., age 42,. gravida 12. Admitted to hos- 
pital August 16, 1927. Patient referred to hospital 
by City Nurse. All previous labors normal. Pa- 
tient began bleeding two days before admission. 

Examination shows about 8 months’ pregnancy 
with fetus in vertex position. Fetal heart sounds 
not heard. The cervix about two and a-half fin- 
gers dilated, with placenta located on anterior 
wall and left side, with free edgé' hanging in cer- 
vix. The membranes were ruptured artificially 
and tight abdominal binder and pad: applied. This 
stopped the bleeding. Patient delivered normally, 
about 12 hours later, a stillborn fetus. 

On day after delivery patient. had temperature 
101, pulse 100. The temperature ranged from 99 
to 100 for three days more, except ‘that’ on one 
occasion it went to 104. Temperature normal on 
fourth day after delivery. Otherwise- puerperium 
normal. Discharged in good condition on August 
25, five days after admission. 

Diagnosis: Partial placenta previa. 

CASE 11. 

Mrs. J. T., age 42, gravida 13. Admitted to hos- 
pital October 20, 1927. Previous pregnancies and 
labors normal. Patient referred to hospital by 
physician, with history of profuse hemorrhage be- 
fore admission. . 

Examination on admission indicates about 6% 
months’ pregnancy. Heart sounds not heard, tem- 
perature 100, pulse 108, respiration 20. The cer- 
vix about three fingers dilated. ‘The placenta on 
the anterior wall and left side and covering os to 
lip on right side. Membranes were ruptured and 
foot brought down. This stopped bleeding. Pa- 
tient delivered normally one hour later with no 
excessive hemorrhage. 

On third day after delivery, patient had temper- 
ature 102; for four more days temperature went 
to 100. Otherwise puerperium was normal. — Dis- 
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charged, Oct. 29, 
after admission. 
Diagnossi: Partial placenta previa. 


CASE 12. 

Mrs. J. R., age 42, gravida 14. Admitted to hos- 
pital November 7, 1927. All previous pregnancies 
and labors normal. Patient referred to hospital 
by physician, with a history of profuse bleeding 
before admission. Patient having moderate bleed- 
ing on admission. 

Examination shows about 8 months’ pregnancy 
with breech presenting. Fetal heart sounds, left 
side. Membranes were ruptured and tight abdom- 
inal binder and pad put on. Patient was given 
quinine and castor oil later to stimulate pains. 
Patient delivered normally, two days later, female 
child, weight 4% pounds. Patient had a norma! 
puerperium. Mother and baby were discharged in 
good condition November 20, 1927, thirteen days 
after admission. 


in good condition, nine days 


CASE 13. 

Mrs. T. M., age 20, gravida 1. Admitted to hos- 
pital March 20, 1928, with. moderate bleeding. : 

Examination shows about 6 months’ pregnancy. 
Fetal heart sounds not heard. Cotton tampons 
removed from vagina. Cervix two fingers dilated; 
placenta on posterior wall and left side, extending 
well over os. The membranes were ruptured arti- 
ficially, cervix and vagina packed with gauze to 
check bleeding. Tight binder and pad applied. 
Packing removed about 18 hours later and pre- 
senting part forced down against cervix. Patient 
delivered normally, about 12 hours later, a still- 
born fetus. No excessive flow at delivery. 

Two days after delivery patient had temperature 
of 101. Temperature was 100 to 101 for four days, 
and then normal. Patient was discharged April 1, 
in good condition. eleven days after admission. 

Diagnosis: Partial placenta previa. 

The purpose of this paper has not been 
to discuss. in general, the different treat- 
ments of nlacenta previa, but to give the re- 
sults of these cases treated under the exist- 
ing circumstances and emphasize the gen- 
eral nrinciple followed in their treatment. 
The plan followed has been to check hemor- 
rhage and let the deliverv take place as near 
normally as possible with safety for the 
mother. 

First, a careful examination is made to 
determine the extent of the condition. Fre- 
quently rupture of the membranes and the 
application of a tight binder with an abdom- 
inal pad is all the interference necessary. 
The presenting part is forced down against 
the cervix and controls the bleeding. Vag- 
inal packing has been used when the cervix 
is firm and not thinned out, or when the 
separation of the edge of the placenta would 
cause undue bleeding, and as a temporary 
measure. When bag or packing is used in 
the cervix, care is taken to have it inside 
the amniotic sac, thereby forcing the pla- 
centa against the cervix to check the bleed- 
ing. These cases should have as little man- 
ipulation as possible, as they are more like- 
ly to have an infection than is a nermal 
case- When there is much bleeding after 
delivery, or the uterus fails to contract 
promptly, it should be packed with gauze, 
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in order ot prevent further loss of blood: 
also. a postpartum hemorrhage. The pa- 
tients are given pituitrin and ergot immedi- 
ately after labor; the ergot is continued 
daily about one week after delivery. The 
usual stimulants are used when indicated. 
Transfusion has not been done on any of 
these cases. 





LYMPH STASIS AND DEATH, FROM 
FIXED, NARROW CHEST AND 
LARGE HEART, PRESSING 

THORACIC DUCT 


(A CASE REPORT) 


ORVILLE HARRY BROWN, M.D., Ph.D. 
Phoenix, Arizona 


A male 29 years of age had pulmonary phthisis 
beginning in 1918—probably having been lighted up 
by the influenza of that year. He improved but 
had a relapse in 1920. In 1922 he had what he 
termed another attack of the “flu” which was 
followed by a re-activated tuberculosis of the iangs. 
He lost weight seriously in this illness. He had 
had the usual symptoms of a moderately active, 
far advanced, case of pulmonary tuberculosis tend- 
ing toward fibrosis and arrest. 

Hight to ten months after his last exacerbation 
he observed an increase in weight which at first 
seemed to be normal but later proved to be the 
result of an accumulation of fluid in his legs and 
abdomen. 

My examination record made November the fifth 
1923 is as follows: This is a slender man about 
five feet 11 inches in height who in no wise be- 
lies his years. The skin of the face is deep 
brown in color especially over the nose. The fin- 
ger and toe nails are deeply cyanotic—the lips to a 
less degree. 


The head and ears are negative except for a 
small white scar in shape of a cross above the 
right ear. The right pupil is definitely larger than 
the left but both react normally to light and ac- 
commodation. There is no nystagmus. The nose 
has a moderate grade of obstruction apparently 
from an old injury to the bridge. The tonsils are 
present but are innocent in appearance. The 
teeth are in good condition with the lower middle 
incisors on a bridge and one crown in the upper 
left jaw. The neck is negative. 


The chest’s respiratory excursions are limited 
markedly on the right and considerably on the 
left. The lateral width of the chest is normal or 
wider than. expected but the anterior-posterior di- 
mension is greatly foreshortened. The right lung 
has large apical cavitations with upward retraction 
of the diaphragm so that there is absolute filat- 
ness below the upper border of the fourth rib in 
the nipple line. Moist coarse rales are heard 
throughout the right lung. There is a moderate 
amount of induration and cavitation in the left 
upper lobe. There are dense pleural adhesions in 
both lung bases. 

The heart is dilated so that the left margin is 
14 cm. from the median line. The right margin 
cannot be outlined as it lies up against the liver 


or other mass which causes the flatness in the 
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right chest. A cardio-respiratory murmur is heard 
over most of the heart area. 

The lower margin of the liver is three to four 
inches below the costal arch and is definitely pal- 
pable. It is firm but smooth. The spleen is not 
demonstrably enlarged. There is no fluid in the 
abdomen. 

The legs have moderate edema especially of the 
skin on the inner and lower parts of the thighs. 


The neurological examination is negative. 


The fluoroscopic and x-ray examinations of the 
chest gave the following findings: There is well 
marked fibro-cavernous disease of both upper lobes. 
On the right there is evidence of old pleural ad- 
hesions and retractions (to the right) of the tra- 
chea and mediastinum and upward of the dia- 
phragm. The heart shadow is normal in wiith but 
abnormally great in depth, with evidence of fluid 
in the pericardium. 

Nine urinary examinations showed the specific 
gravity to vary from 1.020 to 1.040. All specimens 
were highly acid and contained traces of albumin. 
There was no sugar. Two specimens contained 
hyaline casts. and in one or two there were oc- 
casional blood and pus cells. The diacetic acid 
and acetone were regularly negative. It usually re- 
aquired over 100 c.c. of 1/10 normal sodium hy- 
droxide to neutralize 100 c.c. of urine. 


The chemical examinations of the blood showed: 
Sugar. .10. urea .11 and nitrogen 36 mgm., per 100 
c.c. The Wassermann and complement fixation re- 
actions for gonorrhea were negative. The com- 


plement fixation reaction for tuberculosis was two 
plus positive. 
The hemoglobin ranged from 110 to 120 by 


Talquist scale; the erythrocytes numbered 5,500,000 
and leucocytes 10,500. 


The diagnosis was: Cardiac dilation; passive 
hyperemia of the liver; anasarca of the abdomen 
and lower extremities. probably from adhesions 
within the chest involving the thoracic duct. 

The treatment consisted of bed rest, massive 
dosage of digitalis, salt free diet and a small saline 
laxative each morning. 

Course: So long as the rest cure was continued 
faithfully the patient improved; he thought he was 
able to get up and take short automobile rides. 
He evidently overdid; he relapsed. The swelling 
of the legs and abdomen became intense and the 
subsequent treatment had relatively little influ- 
ence upon his condition except possihly to ame- 
liorate his disease temporarily. Death came after 
a few weeks with an extreme anasarca of the legs, 
abdomen and lower portion of the torso. 

Autopsy revealed that there was free chyle in 
the abdomen and confirmed the findings and opin- 
ions of the chest condition. The liver was greatly 
enlarged with central atrophy from passive con- 
gestion; the heart was greatly dilated with a mod- 
erate grade of hypertrophy of the muscle. 

The conclusion was reached that the fibrosis of 
the lungs and the narrowing of the chest anterior- 
posteriorly gave the heart relatively little space 
so that it could not dilate without encroaching on 
adjacent structures. The swelling and atrophy of 
the liver was from passive hyperemia of a failing 
heart. The edema and fluid in the abdomen was 
from obstruction of the thoracic duct through the 
pressure of the large heart upon the duct. The 
enlarging of the liver upward as the result of the 
passive hyperemia helped materially to crowd the 
heart and not give it room in which to dilate, thus 
creating a vicious circle. 


(The autopsy and laboratory examination were 
made by the Pathological Laboratory of Phoenix.) 
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THE NEW MEXICO MEDICAL SOCIETY 
Forty-Sixth Annual Meeting, at Albuquer- 
que, N. M., May 10-12, 1928 
(Continued from last issue) 
SATURDAY, MAY 12, 1928. 

House of Delegates. 


At a meeting of the House of Delegates, called 
to order by the President, Dr. T. P. Martin (Taos) 
at 8:30 a. m., the following members were pres- 
ent: 

Bernalillo County: Drs. E. C. Matthews; J. R. 
Van Atta; (Albuquerque). 

Chaves: Drs. R. L. Bradley; H. A. Ingalls; W. 
T. Joyner (Roswell). 

Colfax: Dr. C. B. Elliott (Raton). 

Dona Ana: Dr. Dwight Allison (Las Cruces) 

Eddy: Dr. M. B. Culpepper (Carlsbad). ‘ 

Santa Fe: Dr. Robert Brown (Santa #e). 

Union: Dr. J. P. Powell. 

Curry: Dr. H. A. Miller (Clovis). 

Minutes. of the meeting held on May 11, 1928, 
were read and approved. 

Election of officers for the ensuing year was 
declared in order—with the following result: 

President-Elect—Dr. F. H. Crail (East Las 
Vegas). 

Vice-President—Dr. J. C. Kisner (Clayton). 

Secretary-Treasurer—Dr. L. B. Cohenour (Albu- 
querque). 

‘Members of Council for three years—Dr. Carl 
Mulky (Albuquerque). Dr. Dwight Allison (Las 
Cruces). 

Delegate to A.M.A.—Dr. H. A. Miller (Clovis). 

Alternate—Dr. J. R. Van Atta (Albuquerque). 

Members, Board of Managers, SOUTHWESTERN 
MEDICINE—Dr. H. A. Ingalls (Roswell), Dr. P. 
G. Cornish Jr., (Albuquerque). 

Committee on Hospitals—Dr. C. B. Blliott (Ra- 
ton). Dr. M. K. Wylder (Albuquerque). 

The Committee on Resolutions presented report 
as follows: “RESOLVED: That the New Mexico 
Medical Society in Forty-sixth Annual Session at 
Albuquerque, New Mexico, May 10-12, extends sin- 
cere thanks for the hospitalites extended and 
courtesies shown its members and visitors by, 

The Bernalillo County Medical Society, 

The Ladies’ Auxiliary Society, 

The Alvarado Hotel, 

The Albuquerque Country Club, 

The members of the press. 

(Signed) DR. W. T. JOYNER, 
DR. DWIGHT ALLISON, 
DR. J. P. POWELL. 

This report was approved as read. 

The Committee on Necrology submitted its r> 
port, as follows: “RESOLVED: That the New 
Mexico Medical Society notes with regret the pass- 
ing from this life of the following: 

PP Malcolm Montgomery Crocker, Lordsburg, N. 

Dr. W. T. Murphy, Albuquerque, N. M. 

Dr. F. F. Fadeley, Virginia. 

Dr. D. C. Dodds, Albuquerque, N. M. 

Dr. J. A. Massie, Santa Fe, N. M. 

Dr. O. R. Haymaker, Roswell, N. M. 

Dr. M. D. Welsh, Dawson, N. M. 

Dr. J. B. Hughes, Anthony, N. M. 

The secretary of this Society is directed to con- 
vey to the members of the families of the deceased, 
our heartfelt sympathy and an assurance of respect 
in which their memory is held. 

(Signed) DR. L. B. COHENOUR, 
DR. ROBERT O. BROWN, 
DR. CHARLES F. MILLIGAN. 

The report was approved as read. 

Selection of the next meeting place resulted in 
the unanimous choice of Taos, the meeting to be 
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held some time in June, the date to be selected 
by President Martin and Secretary Cohenour. 

Dr. W. T. Joyner (Roswell) made motion that 
the secretary be instructed to telegraph Dr. C. M. 
Yater, Cleburne, Texas, former secretary-treasurer 
of the Society, who is in poor health, extending to 
him the felicitations and best wishes of the So- 
ciety. Seconded and unanimously carried. 

The question of physician’s group liability insur- 
ance was brought up and received considerable 
discussion, wiih final result that the secretary was 
instructed to have insurance companies send 
blanks to the secretaries of the various county so- 
cieties for distribution among their members, and 
it was suggested that the policy of the United 
States Fidelity and Guaranty Company be read 
at the general session so that the members pres- 
ent could hear the general terms and inducements 
offered. 

Considerable discussion was devoted to the ques- 
tion of attempted legislation at the coming ses- 
sion of the Legislature, but no definite action was 
taken. 

Adjournment at 9:30 a. m. 


Scientific Session. 


The morning session was opened by Dr. M. B. 
Culpepper (Carlsbad) with a paper on “X-ray 
Dermatitis,” which covered the subject in a thor- 
ough, convincing manner. No discussion followed 
the reading of this paper. 

Dr. Robert G. Packard, Denver, Colo., presented 
a paper entitled “Orthopedic Treatment of Infantile 
Paralysis,” stating that “Infantile paralysis or an- 
terior poliomyelitis is a comparatively recent af- 
fliction throughout the world, only three outbreaks 
having been discovered previous to 1885, the dis- 
ease first appearing as an epidemic in Scandinavia, 
with most of the smaller outbreaks appearing in 
Sweden.” The Doctor, for the purpose of de- 
scription, divided infantile paralysis into three 
definite phases: the acute, or febrile; the conva- 
lescent, or early paralytic; and the chronic or 
late peralytic stage, each with its definite symp- 
tomatology and general plan of treatment, and out- 
lined especially the orthopedic treatment of the dis- 
ease. 

In discussing the paper, Dr. C. F. Milligan (Clay- 
ton), stated that, in his opinion, control of this 
disease could be accomplished only through propa- 
ganda and education; that some physicians through- 
out the State deny the existence of infantile par- 
alysis and have various diagnoses for the cases 
they see, which makes it very difficult for the Pub- 
lic Health Department to isolate and quarantine 
them. 

Dr. S. L. Burton (Albuquerque) advocated keep- 
ing the patient in bed and absolutely quiet in the 
early treatment, stating that this was usually of 
great benefit and frequently resulted in complete 
recovery. 

In closing the discussion, Dr. Packard said that 
children are extremely benefited by quiet and rest; 
that often when they are sick, the parents want 
them to exercise—to bend their knees and ankles, 
but this is a wrong thing to do, as the condition 
is often made much worse by massage or exercise. 
Much better results will be obtained if the child 
is kept in bed and perfectly quiet until the pe- 
riod of tenderness is over. 

The question was asked if it was common for 
the disease to develop in babies under one year of 
age, to which Dr. Packard replied that the average 


age of children who contract infantile paralysis is- 


around four years. 

Dr. E. W. Phillips, Phoenix, Arizona, presented 
a paper on “The Role of Indiscriminate Tonsillec- 
tomy in Lighting Up the Tuberculosis Case,” in 
which he cited a series of cases where tonsillec- 
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tomy was performed, with return of tuberculous 
symptoms in apparently arrested cases. Dr. Phil- 
lips emphasized the importance of thorough ex- 
amination of the patient prior to tonsillectomy and 
stated there was a danger of tuberculosis devel- 
oping with the removal of tonsils should the pa- 
tient be a fit subject for the disease. 

Discussion was participated in by Dr. O. S. Fow- 
ler, (Denver) who stressed the point that, if the 
general practititioner did not know how to make 
a careful examination of patients of this type, he 
should refer them to a chest man. “There is no 
excuse,” he stated, “for doing a tonsillectomy in 
arrested cases of tuberculosis.” 

Dr. J. C. Kisner (Clayton) stated that, in his 
opinion, the cases in which a general anesthetic 
had been given should be ruled out; that, from the 
description of the cases, there were very few, if 
any, which were not tuberculous before the opera- 
tion was done and he would blame the anesthetic 
before he would the operation in these cases. 

In closing the discussion, Dr. Phillips stated 
that in the series of 36 cases which were appar- 
ently damaged by the operation so that active tu- 
berculosis appeared soon after the operation, ether 
or gas and ether was used only twelve times, 
whereas local anesthesia was used 24 times. In 
his opinion, the physicians or surgeons who do a 
great number of tonsillectomies do not follow 
up their cases very well and he hoped the nose and 
throat men will follow their cases and tell us just 
how many of their tonsillectomies break down with 
tuberculosis. t 

Dr. Phillips was asked if there was any other 
type of operation upon which he might have a 
check wherein tuberculosis developed so soon 
after operation was performed and replied in the 
negative. 

Adjournment for luncheon. 

Dr. A. E. Forster, Colorado Springs, Colo., open- 
ed the afternoon session with a discourse on 
“Heliotherapy,” which was fittingly illustrated with 
lantern slides. 

In the discussion, Dr. L. S. Peters (Albuquerque) 
stated that it was time the sun we have in this 
desert country was utilized and we should acquaint 
the world with the fact; that in the past we have 
not made use of it as extensively as is done in the 
east, as it was not considered we have the right 
type of case. Most of the cases are of the pul- 
monary type and, up to recent years, we have 
been afraid to practice heliotherapy with that 
particular type; however, we should use it exten 
sively in other types of tuberculosis—joint, intes- 
tinal and especially in the so-called hilus or 
lymphatic tuberculosis in children. 

Dr. W. A. Gekler (Albuquerque) stated that he 
would like to see someone take a good healthy 
whack at those who say the alpine lamps are bet- 
ter than the sun in connection with treatment 0% 
certain types of tuberculosis. In regard to helio- 
therapy in cases of pulmonary tuberculosis, he 
stated that, “we used to do a good deal of it and 
I felt, in those cases with a lot of bowel involve- 
ment, putting them on heliotherapy cleaned up 
the bowel lesion and they did have a very good 
improvement in their general condition.” 

Dr. M. K. Wylder (Albuquerque) stated that, in 
his opinion, heliotherapy was not being used as 
much as it should be. He cited cases under treat- 
ment in St. Louis which improved remarkably 
under sun treatment from April to October when 
there was a large amount of sunshine, and would 
grow worse when put under lamp treatment in the 
winter months when sunshine was not available. 

Dr. Forster, in closing the discussion, gave it as 
his opinion that we could handle cases much bet- 
ter in the southwestern country than in the east 
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He stated that, in regard to the dosage in helio- 
therapy, any symptoms that the patient manifests 
are taken into account, and they must be given 
careful consideration. In many cases we get a 
temporary clearing up, with exacerbation of the 
condition later on. ‘Tuberculosis of the soft palate, 
or various parts of the mouth, is extremely dan- 
gerous and a serious condition. He cited the case 
of a patient with a tuberculous ulceration in a 
tooth pocket, stating that the condition is finally 
clearing up and, from the appearance of the teeth, 
the man is going to get well. 


General Session. 

The General Session was called to order imme- 
diately after the close of the Scientific Session, 
President T. P. Martin (Taos), presiding. 

The secretary’s report, including a resume of the 
proceedings of the House of Delegates (which has 
been published in full under the minutes of the 
meetings,) was read, and adopted. 

Dr. G. §. Luckett, Director, State Bureau of 
Public Health, Santa Fe, spoke in regard to the 
need of a state home and training school for men- 
tal defectives, stating that while the gislature 
appropriated funds which would take care of 50, 
the Child Welfare Bureau, through its field agents, 
has discovered and written up the histories of 
496 such cases in the state. He urged the adop- 
tion of a resolution requesting the Legislature to 
continue to provide accommodations and submitted 
the following: 

“BE IT RESOLVED, That the New Mexico Med- 
ical Society recognizes the neea of the State 
Home and Training School for Mental Defectives 
and urges the Legislature to continue to expand 
the facilities of this school until adequate accom- 
modations are provided for those who need this 
care in the State of New Mexico.” 

Upon proper motion and second, the question was 
put to a vote and carried, the resolution being 
adopted as quoted above. 

Dr. Luckett then spoke upon the desirability 
and necessity for continuing the work already 
started with funds allotted under the Sheppard- 
Towner Act, explaining that the Federal Govern- 
ment’s appropriation for this purpose will end 
on June 30, 1929, and that endeavor will be made 
to obtain an equivalent amount from the state. 
To this end he introduced the following Resolu- 
tion: 

“BE IT RESOLVED, That the New Mexico Med- 
ical Society urges the New Mexico Legislature to 
appropriate the sum of $12,000 annually, in addi- 
tion to other appropriations, for the use of the 
State Board of Public Welfare, said sum to re- 
place an equal amount of federal appropriation 
which will be discontinued on June 30, 1929.” 

Dr. W. A. Gekler (Albuquerque), in opposition, 
stated that, while he was in favor of anything 
that would be for the good of the State Board of 
Health, he thought the morale of the average citi- 
zen had already been undermined by the encour- 
agement received to lean on the government. ‘I 
am for public health work,” the Doctor stated, 
“and no limit on the amount of expenditures, but 
when we get down to messing around in the in- 
dividual homes and encouraging people to lean on 
the government, when we damage the morale of 
the citizen, we do worse than to cut his leg off.” 

Dr. W. T. Joyner (Roswell), said he was in 
hearty favor of the Health Department, but not 
in this sort of work. He believed in an increased 
appropriation for the Laboratory and hoped that 
would be obtained. 

Der. G. S. Luckett (Santa Fe: in defense of his 
resolution, stated that, “We have an infant mor 
tality. in this State of 140 per 1,000 live births— 
the highest infant mortality rate in the country. 
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This is purely a rural question. Shall we endeaver 
to save 50 per cent of these babies so they will 
grow up to adult age, or shall we allow false eco- 
nomics to take its course? If we are doing today in 
infant mortality work anything to preserve the 
lives of our babies, are we in a position to choose 
which ones we shall allow to live and which ones 
shall die? We are attempting to reduce infant 
mortality in this State by educating the mother to 
take care of her babies, by educating the preg- 
nant woman on the proper care of herself and get 
her to a doctor for prenatal attention and de- 
livery.” 

The question was asked if infant mortality had 
been reduced in the state in the last two or three 
years, to which Dr. Luckett replied that, while 
the records were not yet available, the infant mor- 
tality at one time was estimated as over 200 per 
1,000 live births, whereas now it is considerably 
lower. 

Dr. H. T. Miller (Clovis) said he was a mem- 
ber of the State Board of Welfare and thoughtt 
Dr. Gekler’s remarks very pertinent. On the other 
hand, he believed the whole solution lies in the 
education of the personnel, as it requires a fpar- 
ticular psychology to indulge in this kind of work. 

Dr. M. B. Culpepper (Carlsbad) stated: “As I un- 
derstand Dr. Luckett, I do not believe that the 
Health Department will function even as well as 
it has without this $12,000 and, in order for the 
organizatoin to become more perfect, I think we 
ought to recommend it. I believe it is our duty 
to encourage the health organization and if we do 
not recommend its meausres, then it looks as 
if we are opposed to it. Certainly we do not want 
to break the organization down, or weaken it in 
any way.” 

Dr. W. A. Gekler, (Albuquerque): “In saying 
what I had to say I had no idea of throwing a 
monkey-wrench into the machinery of the Public 
Health Department. I have never yet seen an Oz- 
ganization that was as satisfactory as ours. The 
peint I wanted to make was to be careful of keep- 
ing our balance and to keep these things, which 
seem to be increasing all the time, within 
bounds.” 

Dr. S. L. Burton (Albuquerque): “I think the 
amount is too large. We would be more likely 
to get action by making it a smaller amount. It 
seems to me, to have one nurse go through the 
state would do quite a bit of°good and thie could 
be done for much less than $12,000. If we start 
with $5,000 that ought to cover the expenses of 
one worker over the state, so my suggestion would 
be to reduce the amount asked to $5,000. We 
would be more apt to get that amount tarough 
the L-gislature.” 

Dr. G. A. Sheppard (Gallup): “Dr. Gekler brought 
up some very valuable points—some things we 
should all think about—but I have been a part-time 
health officer for nine months and I have been ob- 
serving the work of the public health nurses and 
the way this money has been spent. It is not spent 
in buying things for the children. or for the pa- 
rents, but to enable the public health nurse to go 
into the homes and teach the mothers just the or- 
dinary things we would expect young mothers to 
know and yet which a whole lot of them do not 
know—the use of soap and water—ordinary care of 
a baby and how to raise a child decently. I do 
not believe there is more money being spent than 
is needed, and, as one of the doctors stated, it 
takes a peculiar type of woman to carry out, this 
kind of work. I feel that we need this $12,000 
for good educational work and this resolution 
should pass and this Society should stand back of 
it. We should help the Health Department so that 
it will not be crippled in the work it is doing. It 
is purely an educational work and you cannot get 
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7 much of that in New Mexico at the present 
me,” 

Dr. J. C. Kismer (Clayton): “In the rural dis- 
tricts I have been in places where the women did 
not even know how to give a baby a bath, or how 
to feed it. I have known of the county nurse 
walking ten miles just to teach a mother these 
things. That is the kind of work these nurses 
are doing, and it is the kind of work for which this 
appropriation will be asked. This is the kind of 
work we need nurses for. We may not need them 
in the cities, but we surely do need them in ev- 
ery rural community in this State.” 

Dr.. S. L. Burton (Albuquerque): “Dr. Kisner 
says we do not need that kind of nurses in the 
cities. I want to say that we need them right 
here in Albuquerque where we have a large pop- 
ulation. Right in the vicinity of this building 
we have plenty of mothers who do not know the 
first principles of taking care of their babies. 
Twelve thousand dollars is not half enough to do 
that work and I move that the resolution be passed 
as read.” 

This motion was duly seconded and passed, the 
resolution being adopted. 

The President, Dr. T. P. Martin, spoke in regard 
to the State Laboratory, stating that it has grown 
to such an extent that it is absolutelly impossible 
to carry on the work, as there is no room to work 
in; that more space is needed and also more equip- 
ment. 

Dr. G. S. Luckett (Santa Fe) stated that the 
University had been very generous in giving the 
Laboratory space, electric current and gas with- 
out any cost, but that it could not give any more 
space, and, as a result, it is almost impossible to 
move around in the small’rooms. We should make 
some effort to raise money to put a building on 
the campus at the University that would house the 
Laboratory. We are not’ going to ask for an ap- 
propriation from the State for this because we 
feel that these: other things we have discussed to- 
day for which we have to ask appropriations will 
be all that we can get. F 

Dr. 8S. L. Burton (Albuquerque) made motion that 
a@ resolution be adopted asking appropriation of 
$25,000 to build a unit for the Laboratory, or to 
make a home for it in a State building in such a 
way that other units can be added to it as nec- 
essary. 

This motion was not seconded and Dr. W. A. 
Gekler (Albuquerque) moved that the President ap- 
point a committee,,of three to confer with a com- 
mittee from the Public Health. Association to make 
necessary arrangements about having a home for 
the State Laboratory when the plans of the. Uni- 
versity are being discussed, and at the proper: time 
— the matter up with the authorities at Santa 


This motion was seconded by Dr. H. T. Miller 
(Clovis) and passed, the President appointing as 
members of such Committee: Dr. W. A. Gekler, 
(Albuquerque), Dr. S. L. Burton (Albuquerque), 
Dr. Robert Brown (Santa Fe). 

No further business coming before the meeting, 
adjournment sine die followed at 3:45 p.m. 


NOTES ON THE MEETING. 

Those registered were as follows: Dr. J. G. 
Holmes, Alamogordo; Dr. L. B. Cohenour, Albu- 
querque; Dr. Carl Mulky, Albuquerque; Dr. C. F. 
Milligan, Clayton; Dr. EB. C. Matthews, Albuquer- 
que; Dr. Robert. C. Brown, Santa Fe; Dr. H. A. 
Miller, Clovis; Dr. C. W. Gerber, Las Cruces; Dr. 
C. B. Elliott, Raton; Dr. W. T. Joyner, Roswell; 
Dr. Dwight Allison, Las Cruces; Dr. J. P. Powell, 
Dalhart; Dr. Crum Epler, Pueblo; Dr. Z. G. Funk, 
Santa Rosa, N.M.; Dr. C. C. Meacham, Albuquer- 
que; Dr. J. R. Van Atta, Albuquerque; Dr. J. W. 
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Tappan, Fort Stanton; Dr. M. G. Cartwright, Al- 
puquerque; Dr. D. B. Williams, Santa Fe; Dr. O. E. 
Puckett, Carlsbad; Dr. J. G. Russell, Mora; Dr. C. 
W. Thompson, Pueblo; Dr. B. J. Weigel, Albuquer- 
que; Dr. A. H. Vogt, Albuquerque; Dr. H. A. S. Gol- 
liky, Aetna; Dr. J. A. Reedy, Alling; Dr. C. H. 
Douthit, Claxton; Dr. J. C. Kisner, Clayton; Dr. D. 
C. Grover, Albuquerque; Dr. W. E. Gekler, Albu- 
querque; Dr. R. Bradley, Roswell; Dr. A. Horwitz, 
Roswell; Dr. H. A. Ingalls, Roswell; Dr. M. B. 
Culpepper, Carlsbad; Dr. C. EB. Larkins, Albuquer- 
que; Dr. George Piness, Los Angeles; Dr. J. F. 
Percy, Los Angeles; Dr. H. W. Snyder, Denver; 
Dr. M. P. Beam, Albuquerque; Dr. C. C. Davis, Al- 
buquerque; Dr. E. W. Freskt, Santa Fe; Dr. J. W. 
Stofer, Gallup; Dr. J. M. Winchester, Clayton; Dr. 
George A. McAlmon, El Paso; Dr. S. L. Burton, 
Albuquerque; Dr. E. S. Fowler, Denver, Colo.; Dr. 
E. V. Brinkley, Temple, Texas; Dr. P. G. Cornish, 
Jr, Albuquerque; Dr. T. P. Martin, Taos; Dr. J. 
L. Gardiner, Albuquerque; Dr. W. C. Barton, Al- 
buguerque; Dr. J. R. Scott, Albuquerque; Dr. 
Charles G. Duncan, Socorro; Dr. William W. 
Woolston, Albuquerque; Dr. C. A. Frank, Albu- 
querque; Dr. M. K. Wylder, Albuquerque; Dr. M. 
F. Smitt, Raton; Dr. H. T. Brosell, Portales; Dr. 
C. LeRoy Brock, Albuquerque; Dr. H. W. Gibbs, 
Las Vegas; Dr. F. H. Crail, Las Vegas; Dr. G. S. 
Luckett, Santa Fe; Dr. J. G. Cornish, Albuquerque; 
Dr. W. R. Lovelace, Albuquerque; Dr. L. J. Ber- 
nard, Albuquerque; Dr. H. J. Warner, Albuquerque; 
Dr. L. E. Clark, Albuquerque; Dr. C. O. Reed, Al- 
buquerque; Dr. H. E. Rodna, Albuquerque; Dr. J. 
Estiwin, Espanola; Dr. E. F. Frisbie, Albuquerque; 
Dr. L. S. Peters, Albuquerque; Dr. G. A. Sheppard, 
Gallup; Dr. W. Smith, Los Angeles; Dr. Herbert 
Gallagher, Dr. V. E. Chesky, Halsted, Kas.; Dr. 
H. W. Brehmer;: Albuquerque; Dr. J. J. Harris, Al- 
buquerque; Dr. A. J. Markley, Denver; Dr. Sanford 
Withers, Denver; Dr. T. E. Sexton, Las Cruces; 
Dr. W. F. Witwer, Las Cruces; Dr. BE. M. Fisher, 
Roswell. 


Many members and visitors enjoyed the smoker 
which was given at the Country Club, Thursday 
evening. The boxing match was one of the best 
staged for a long time and the doctors reported it 
“anything but a dry affair.” 


The dinner dance given at the Alvarado Hotel, 
Friday night, was well attended and thoroughly 
enjoyed by all the participants. 


Dr. Crum Epler’s choice assortment of gall-blad- 
ders aroused considerable interest and discussion. 
The collection, which he intends to present to 
the museum of the American College of Surgeons, 
consists of mounted specimens of different types 
of gall-bladders, showing cholecystitis and chole- 
lithiasis. Cards attached gave a description of each 
specimen, showing clearly the type of case, for 
example: “Specimen No. 3—Chronic cholecystitis 
with acute exacerbation; cholesterin stone, acute 
suppuration of gall-bladder. Mucosa covered with 
purulent plaques and inflammatory exudate. Pres- 
ence of large single cholesterin stone in a chol- 
ecystitis.” 

Many of the old-timers remarked on the absence 
of Dr. C. M. Yater, who for years was secretary- 
treasurer of the Society, and who moved away 
from the State last year. It was a fitting tribute 
for the House of Delegates to pass a motion . to 
send him a telegram of felicitation and esteem. 

The slogan, “A better and bigger Southwestern 
meeting,” of which the State meeting was only a 
forerunner, indicates that the Bernalillo County 
Medical Society expects to have a “whale of an 
affair” when the roll is called in November. The 
president of the Society, Dr. P. G. Cornish, Jr., in 
his address of welcome, remarked that this meet- 
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ing was more or less of a workout for the South- 
western meeting in the fall. The “work-out” re- 
sulted in one of the best State meetings ever held, 
so great things are expected in the sessions to be 
held in November. 

Several of the visitors remarked that it looked 
as if the weatherman did not want it to be a dry 
affair anyway, as rain for two days in no way 
dampened the enthusiasm of the crowd, but seem- 
ed a remarkable change from the usual type of 
May weather in Albuquerque. 

It was decided that Taos would not yet have 
shaken off its winter coat by May, the usual 
month for holding the annual sessions, so the 
meeting next year will be staged in June, in the 


hope of giving old Sol a chance to come smilng 


through and allowing a warm reception in the 
northern hills, when the medicos gather there. 





AMERICAN COLLEGE OF SURGEONS 


The American College of Surgeons will hold the 
eighteenth Clinical Congress in Boston, October 8-12. 
Headquarters will be at the Statler Hotel and meet- 
ings will be held in the ballroom of the Copley-Plaza 
Hotel and Symphony Hall. The Hospital Standardi- 
zation Conference will be held in morning and after- 
noon sessions in the ballroom of the Copley-Plaza 
Hotel Monday, Tuesady, Wednesday and Thrusday. 
An innovation this year will be the commencement 
of the clinics in the Boston hospitals on Monday atf- 
ternon, continuing through the mornings and after- 
noons of the following four days. Monday evening’s 
program will include an address of welcome by the 
local Chairman, the address of the retiring P: 
dent, Dr. George David Stewart, New York, the in- 
augural address of the new President, Dr. Franklin 
H. Martin, Chicago, and the John B. Murphy oration 
on surgery by Professor Vittorio Putti of Bologna, 
Italy. ‘Tuesday, Wednesday and Thursday evening’s 
sessions will be held in the ballroom of the Copley- 
Plaza Hotel. At the Wednesday evening mevting 
the visiting surgeons wil! be the guests of the Boston 
Surgical Society at a special meeting when the Bige- 
low medal is to be awarded. On Friday evening the 
Annual Convocation of the College will be held in 
Symphony Hall when the 1928 ciass of candidates 
for Fellowship in the College will be received. The 
Fee om address on this evening will be delivered 
by Dr. William J. Mayo. The annual meeting of the 
Governors and Fellows will be held Friday afternoon 
and will be followed by a symposium-on Traumatic 
Surgery to be participated in by leaders in industry, 
labor, indemnity organizations and the medical pro- 
fession. Ether Day will be celebrated in the Dome 
Room of the Massachusetts General Hospital on Fri- 
day when a bronze bust of William T. A. Morton 
will be presentéd to the hospital. It was in this 
building that ether was first administered for the 
production of surgical anaesthesia on October 16, 
1846. Several newly completed medical motion pic- 
tures produced under the supervision of the Ameri- 
can College of Surgeons and approved by it will be 
shown during the Congress. Reduced fares on the 
railways of the United States and Canada have been 
authorized to those holding a convention certificate 
so that the total fare for the round trip will be one 
and one-half the ordinary first class one-way fare. 
Other outstanding features wil be the exhibits. In 
addition to the commercial 


i of 
tional reputation have signified their intention of at- 
. The Chairman of the Boston Committee on 
Arrangements is Dr. Frederic J. Cotton. 
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THE SOUTHWESTERN ANNUAL 
MEETING 


By the time this issue of the journal 
reaches its readers, the “Southwestern Meet- 
ing,” by which is meant the annual gather- 
ing of the MEDICAL & SURGICAL ASSO- 
CIATION OF THE SOUTHWEST, will be 
a scant two months away. 

Albuquerque will entertain the Associa- 
tion this year and are making preparations 
for a banner program, one which will be on 
a par with the memorable meeting of last 
year in E] Paso. 

The dates selected by the Bernalillo 
County Medical Society are NOVEMBER 
FIRST, SECOND AND THIRD. 

The type of program was left to the deci- 
sion of the Program Committee of which 
Dr. J. R. Van Atta of Albuquerque is the 
acting chairman: owing to the illness of Dr. 
Hugh Crouse, the president of the Associa- 
tion. After canvassing the desires of the 
members of the Association, it was decided 
to incorporate into this program the best 
features of all previous programs, in pa- 
pers, clinical addresses and clinics. More 
detailed announcement will be made in our 
September issue, with completed program 
in the October issue of this journal. 





THE INITIATIVE LAW ON MEDICAL 
PRACTICE 
Unless Divine providence intervenes or 
the medical profession of Arizona awake to 
an intelligent and active interest in public 
affairs,—two eventualities of about equal 
improbability,—the initiative measure which 


will abolish our present medical practice act 
will be passed by vote of the people in Nov- 
ember. 


The viciousness of this initiative act will 
not be appreciated by one voter in ten who 
votes for it, because they have been misled 
into thinking that it is an act to “allow a 
person to choose the doctor he wants.” The 
intent of the act is not this at all, but is to 
ALLOW ANY QUACK TO CHOOSE THE 
VICTIM HE WANTS without danger of le- 
gal interference. The measure provides 
that no person desiring to practice any form 
of healing in Arizona shall be examined re- 
garding his qualifications except by ad- 
herents of his own system of healing. By 
this, osteopaths can be examined only by 
osteopaths, chiropractors by chiropractors, 
naturopaths by naturopaths, naprapaths by 
naprapaths, Chinese herbalists by Chinese 
herbalists, quacks of any sort by similar 
quacks. A man who desires to practice any 
sort of skullduggery on the human being 
has only to coin a name for his system of 
healing and he will be immune, under this 
law, from molestation: because there being 
no others of his ilk to examine him, he is 
free from interference, and can foist himself 
on the community, with the name “Doctor” 
attached to his name. There is no limit to 
the harm which such a law, if and when it 
is passed,—because it will pass,—can do to 
an unsuspecting and innocent people who 
have learned to put their trust blindly in the 
honesty and integrity of the term “doctor.” 


Tke medical profession of Arizona could 
prevent the passage of this law,—but they 
will never do it. We offer odds of ten to 
one that the initiative measure passes in 
November. 
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FEES FOR ANESTHESIA 


EDITOR OF SOUTHWESTERN MEDICINE :— 

In order to settle some doubtful points about the 
fees allowable for administration of anesthetics un- 
der the Arizona Industrial Commission, I have gone 
over the entire matter with them and they have 
authorized me to make the following announcement 
to anesthetists in Arizona :— 

Anesthetists will be allowed a fee of $10.00 for 
one hour or less, and $2.50 for each additional fifteen 
minutes beyond one hour, for the administration of 
ether or gas anesthesia. In other words:— 

Minimum fee of $10.00 for one hour or less- 

$12.50 for one hour and fifteen minutes; 

$15.00 for one hour and thirty minutes, etc. 

The charges for gas furnished by the anesthetist 
or hospital will be at the rate of $10.00 per hour, or 
$2.50 for each fifteen minutes. In the past we have 
charged twenty-five cents per minute for gas, and 
this reduction is considered just in view of the cer- 
tainty of cash payment for materials used. 


Nitrous oxide and oxygen, or ethylene and oxy- 
gen, at the rate of $10.00 per hour makes a gas an- 
esthesia cost the Industrial Commission $20.00 ver 
hour. or twice the cost of ether anesthesia. The addi- 
tional cost will be more than compensated for by the 
lessened expense on account of fewer hospital davs, 
and pleasanter and shorter convalescent period for 
the patient. Ethylene gas does not irritate lung or 
kidney (is less toxic than ether), does not lower blood 
pressure as rapidly, nor is it so likely to produce 
acidosis, all of which shortens the hospital period. 


HARRY R. CARSON. .| 
Phoenix, Ariz. 





NAVAJO-APACHE COUNTY (ARIZ-) 
MEDICAL SOCIETY 


At a meeting of the Navajo-Apache County Medi- 
cal Society held at the home of Dr. J. W. Bazell, 
Winslow, Arizona, in July. Dr. ‘C. L. Hathaway was 
elected President and Dr. J. W. Bazell Secretary and 
Treasurer. Dr. H. K. Wilson of Holbrook, Arizona 
was elected delegate to the state medical meeting, 
and Dr. Don G. Lynwalter of Keams Canyon alter- 
nate. 


Several important matters were discussed and res- 
olutions expressing confidence and satisfaction with 
the Arizona Industrial Commission and objections to 
any effort to repeal the Compensation Act were 
unanimously }:assed. Notice of these resolutions were 
sent to Governor Hunt, State Industrial Commiss*on 
and to the Secretary of the State Medical Associa- 
tion. It was decided to hold regular quarter'v 
meetings, the nexi one to be held in October at Hol- 
brook. 

Also resolution expressing sorrow over the death 
of Dr. Geo. P. Sampson was passed and notice of 
this resolution was published in the Winslow Mail 
and in Southwestern Medicine. It is also to be writ- 
ten in the minutes and copy sent to Mrs. Sampson. 

The following doctors were present: 

J. W. Hendrick. M. D.. Holbrook, Arizona. 

H. K. Wilson, M. D.. Holbrook, Arizona. 

Don G. Lynwalter, M. D., Keams Canyon, Arizona. 

O. S. Brown, M. D., Winslow, Arizona. 

C. L. Hathaway, M. D.. Winslow, Arizona. 

J. W. Bazell, M. D., Winslow, Arizona. 

Refreshments were served by Mrs. J. W. Bazell, 
which were enjoyed by all. 


EL PASO COUNTY MEDICAL SOCIETY 
May 21, 1928. 


DR. JOHN HARDY reported a case of ruptured 
uterus following cesarean operation. 

In September, 1926, woman, age 28, with a 
symmetrically contracted pelvis, came to term. 
It was thought possible that she might deliver 
herself and consultant agreed. She was given 
extensive trial, labor lasting from Sunday morning 
until Wednesday, then cesarean operation was 
done, and a ten and one-half pound child was de- 
livered. She enjoyed an uninterrupted convales- 
cence but became pregnant again before she men- 
struated and, consequently, did not know exactly 
the time for next delivery. The doctor was called 
about noon, one day in January, 1928, by the moth- 
er-in-law, who stated that the patient was having 
indigestion. We could only estimate the proper 
time for her delivery and the mother was instruct- 
ed to send her to the hospital. I got there a few 
minutes after the patient’s arrival and found her 
fairly comfortable. She said that she had a few 
slight pains. I proposed to send her to the oper 
ating room but the family wished ‘ther husband to 
be present and it took two hours to get him. When 
he arrived, we took her to the operating room 
where I opened the abdomen. The uterus had 
ruptured from the fundus to the cervix, making 
a very easy cesarean; all I had to do was to lift 
the child out. The woman made an excellent re- 
covery, although a little stormy. 

The reason for reporting this case is having a 
living child and mother after such an extensive 
rupture. 

CASE REPORT: DR, E. W. RHEINHEIMER 

Male, age 43, first seen May 11, 1928. Family 
history, practically negative. Past history: meas- 
les at 8, mumps at 12. Fifteen years ago the pa- 
tient had, for a period of four or five days, a se- 
vere headache—so severe that it bothered him to 
have people walk across the floor in the same 
room. At that time he was given ordinary reme- 
dies without any relief and finally, was given a 
hypo of morphine and in three or four hours this 
was repeated. He then went to sleep and when 
he woke, the headache was gone. Since that time 
he has had periodic attacks of sick headache or 
migraine, but aspirin or something like that would 
relieve it. About two years ago he had what was 
thought to be an attack of appendicitis, but it ap- 
parently was not and he continued having some 
intestinal disturbance for five or six months. 
Had gastro-intestinal x-ray examination at that 
time which showed nothing more than complete 
ptosis. He was put on rest and improved and 
has not had much trouble of that kind for some- 
time. Venereal history denied; never any acute in- 
fections; appetite good, not a user of alcohol; 
drinking it made him violently ill and he had com- 
pletely stopped using it. 

When I saw the patient ten days ago, he had 
rather suddenly a headache confined to the left 
supra-orbital region and left occipital region in 
the back of the neck. He had this for 24 hours: 
it would clear up somewhat after he took an as- 
pirin tablet and then would continue to recur, es- 
pecially after he had been out a little. I saw him 
on the 11th of May, and two days before that he 
became extremely nauseated. suffered violent pain, 
with no let-up in pain for 48 hours. While in my 
office he was extremely nauseated and I sent him 
home, giving him a prescription with phenacetin, 
codeine, etc. but it gave no relief. He had a rath- 
er troubled night, did not sleep much and had 
wild dreams of a frightful nature. The next 
morning, I took him to the hospital. He was tak- 
en in an auto and after the exercise of walking to 
the machine, riding to the hospital, walking into 
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the building and up to the room, his pulse was 45 
and he still complained of violent headache con- 
fined to the left side of the head and back of neck. 
Spinal puncture was done, with no manometer 
available, but fluid came out distinctly under pres- 
sure. Spinal fluid spurted out perfectly clear, and 
after 10 to 12 c.c. came out it started to drip and 
soon stopped. Examination of fluid showed cell 
count of 3, trace of globulin, sugar negative, Was- 
sermann negative. I thought this would relieve 
him but it did not, the headache was still severe. 
We were giving codeine by hypo, which relieved 
him for a little while. Examination showed noth- 
ing to indicate involvement of cranial nerves. 
Reflexes were normal with the exception of the ab- 
dominal, which were not elicited, no rigidity, no 
evidence of any muscular paralysis of any kind. 
Dr. E. A. Duncan went over him also and could 
find nothing. All he could say was that it looked 
like brain tumor, but there were no local symp- 
toms. Dr. W. E. Vandevere examined his eye- 
grounds and reported slight haziness of vessels, 
that the picture suggested intracranial pressure. 
White blood count, 11,000; polys, 67 per cent; 
small lymphocytes, 32 per cent; slightly suggestive 
of syphilitic lesion. However, this was denied, 
and Wassermann was negative. Urine examination: 
specific gravity 1024; amber, acid; faint trace al- 
bumin, sugar negative, occasional pus cell, few 
squamous epithelial cells. bile pigments negative, 
acetone and diacetic acid negative. 


We gave codeine by hypo to control the pain, 
and on the morning of the 14th, he felt hungry, 
ate breakfast and the nausea stopped. The head- 
aches continued, but gradually decreased in sever- 
ity. The skin of the scalp was extremely sensi- 
tive for a day or so; the pain gradually left the 
left side and involved the right frontal region. 
However, there was still some pain around the 
left. He continued to have wild night dreams and 
dreaded the night. X-ray examination of the skull 
by Dr. Mason showed no evidence of sinus in- 
volvement nor anything at all. 


I do not know what the diagnosis was, but the 
condition of severe headache and sometimes pro- 
jectile vomiting, with a pulse rate of from 45 to 
50, with spinal fluid that was definitely under in- 
creased pressure when it escaped, and no temper- 
ature except one day, when it went to 99.4 and 
in an hour dropped to normal, was certainly sug- 
gestive of brain tumor, or something that increased 
the intracranial pressure, but there was nothing 
that would definitely indicate it. He continued to 
improve and went to work today for a while. He 
has not had codeine for about six days now, but 
has had to take aspirin occasionally and it has re- 
lieved the pain. The condition of the optic disks, 
while not indicative of choked disk, was, in Dr. 
Vandevere’s opinion strongly suspicious of intra- 
cranial pressure. Since he has continued to improve. 
I have told him to go to Dr. Vandevere and have 
his eyes tested for vision and let him go over 
his sinuses again. The only thing I could call this 
was phantom brain tumor. 


DR. W. E. VANDEVERE: The patient came to 
my office this afternoon. The eye-grounds have 
cleared up with no evidence of haziness about the 
margin of the optic disk; vessels normal in size 
and shape; he has a refractive error; the glasses 
he is wearing need a slight change, but outside 
of that I do not think there is anything that would 
account for much of his headache. The sinuses 
are perfectly clear, and no discharge to be found 
anywhere in the nose or pharynx. 

Q. When did the present illness begin? 

A. About the 2nd of this month (May), gradu- 
ally increasing in severity. 
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Q. What is the pulse rate now? 

A. Running about 65. It did not go up after 
the spinal puncture, but was up the next day 
around 52-54. 

Q. What is his blood pressure? 

A. His blood pressure was 110/74. 

Q. What drugs did he have other than codeine? 

A. Nothing at all except a little aspirin; 5 gr. 
would control the headache and allow him to get 
sleep. 

Q. Has he ever had tuberculosis? 

A. No, there was nothing in the Jungs under 
x-ray nor anything. 


DR. S. D. SWOPE: It seems to me that this man 
may have had a very severe attack of migraine, 
which has lasted over a period longer than ordi- 
nary. If you want to make a migraine case a 
great deal worse, if yow want to increase the pain 
and the symptoms, all you have to do is to give 
one of those patients a small shot of adrenalin. I 
have tried it and know how it feels. I was sub- 
ject to migraine for many years. At times it was 
so severe that I could not see. I believe that mi- 
graine is almost entirely due to some circulatory 
disturbance about the brain and that the disturb- 
ance involves other parts of the body as well, and 
esnecially the sympathetic svstem. Recently I have 
had a case that is almost the counterpart cf the 
one that Dr. Rheinheimer reported. except that 
it was not quite so severe. This ladv has had 
migraine since she was 20 vears old; she is now 
48. She had not menstrvated for two years. The 
migraine had been of a circulatory character and 
eame on every ten days or two weeks. Some two 
months before. headache had become practically 
continuovs and she had no_ relief: had Jost in 
weight. was not able to sleep except for short pe- 
Tiods. Went to sleen with headache. when ex- 
thhausted. and woke up with headache. It was 
hard to control but after awhile we were able to 
control it. In that particular case and in a great 
manv other cases. I find that Ivminal_ controls 
headache hetter than anv other drue. The idea of 
migraine being so closely akin to epilensv sue- 
gests the vse of Inminal in those cases and it 
acts well indeed. Just now I have another case 
which is imnrovine with Inminal. That brings me 
to the conclusion that these attacks are due to a 
circulatory disturbance which is controlled with 
luminal better than anv other drug. This woman 
had a mental disturbance develoving in a peculiar 
wav. A ereat manv vears ago another woman 
hegan writing her letters denouncing her for not 
having verformed an act that she was supnosed 
to perform—buy a certain piece of nrovertv. These 
letters came at regular intervals and when thev 
came they disturbed her a great deal. and she 
was constantly in one of those disturbed states 
as to whether she should or should not buy. This 
may have had something to do with the migraine 
she was having. After the matter was thoroughly 
threshed out, the migraine subsided. She came 
here from one of the adjoining towns. but now 
that she has recovered. she has gone back home 
again. She still has slight attacks that are con- 
trolled easily by luminal. In this case _ spinal 
puncture was made and gone over very fully. It 
was decided she had some pressure and the ques- 
tion of brain tumor was considered, as she had 
some of the classical symptoms. 


CAPTAIN PRATT: I did not hear all the history 
of the case. but from what I did hear, it suggested 
the possibility that it was purely a case of migraine. 
We had a Veterans’ Bureau beneficiary referred to 
us about six weeks ago, with a history of having 
had periodic headaches over a period of ten years. 
As it had advanced, these attacks became more se- 
vere. Migraine is not necessarily a hemicrania, 
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but may involve the frontal lobes—which were in- 
volved in this case. The sinuses were negative. 
The patient was sent in with request for observa- 
tion for spinal syphilis and request that lumbar 
puncture be made. The spinal fluid pressure was 
increased, but analysis of the fluid was negative. 
The eye-grounds were examined and there was evi- 
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the possibility of migraine. 

MAJOR SCOTT: I have recently had a very 
interesting case. An officer at the Post, age 
nearly 50, with history of intense pain over left 
eye from about the age of 15, coming on without 
any apparent cause, frequently after exercise and 
associated with what he called mechanical vom- 
iting. The description fitted very well with pro- 
jectile vomiting—no especial nausea, but it came 
up with great force and he was not sick after 
wards. He suffered with this pain over left eye 
and left side of face at intervals. It would usual- 
ly last about a day and then pass off very quickly. 
As far as I know he did not have to take nar- 
cotics for it. He was examined by every type 
of doctor or healer that we have in this country, 
including chiropractors. He had all kinds of x-ray 
and other types of examinations, all of which 
were negative except one. A retired army officer 
doing nose and throat work. suggested that he 
might have sinus trouble, but he could not find 
it. Just two years ago someone found what 
he thought was left maxillary sinusitis, so he 
had his teeth pulled, the sinuses were drained 
and there was found very definite infection of an 
old sinus. A further search was made and it was 
found that the right maxillary sinus was involved 
also. Since that time he has had no more pain 
and no more trouble. ‘ 

DR. RHEINHEIMER: I want to amend my re- 
port a little. I did give the patient luminal and 
it did no good. After his headache was subsiding 
somewhat, I gave it to him again and apparently 
it had no effect at all. In migraine there is usual- 
ly a family history of migraine or neurasthenia of 
some kind. I went carefully into the family 
history and it showed nothing of that sort. The 
death of the father. at 78, from paralysis, was 
the only thing so far as the family was con- 
cerned that would indicate migraine. Could typical 
migraine produce a slow pulse? 

DR. SWOPE: Certainly; migraine always slowed 
my pulse. It had always been about 72 and when 
I had attacks it would come down to 60. 

DR. RHEINHEIMER: About a year ago I had a 
woman who had attacks of headache following 
hysterectomy some years before. The doctor who 
was taking care of her said that, if she did not 
get relief, some day she would die from these at- 
tacks. She had headaches from two to three 
weeks apart and I kept her on luminal. For 
three months she was taking it every day and 
the headaches were not so severe, but she finally 
went back to Louisiana, had one of these severe 
attacks, and, just as the doctor had said, she be- 
came unconscious and died. Physical examination 
showed nothing at all. 

DR. W. W. WAITE: In all probability she had 
a rupture of the blood vessels in one of the ven- 
tricles—a complication that killed her. 

CASE REPORT—DR. W. E. VANDEVERE 

Woman, 36 years old, first seen three months 
ago on account of abscess of right middle ear, for 
which tympanotomy was done and ear drained 
freely. The fluid assumed rather a bloody character 
and it was decided that this was due to the for- 
mation of a polypus from the perforation of the 
ear drum. There was a large polypus which had. 
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developed. I removed that and finally persuaded 
her to have an x-ray picture made, which showed 
typical mastoid infection, with all the cells broken 
down. She had tuberculosis and was afraid to 
take an anesthetic, so the operation was done 
under local and she got along very nicely. 

There is no special reason why adults should 
not have mastoid operations done under local an- 
esthetic. Radical mastoids are a little more diffi- 
cult, but in the simple mastoids there is no reason 
why they should not be done under local. 

DR. WILLIAM J. DAVIS: In regard to anesthe- 
sia, I think in a case of that kind there is no 
question but that local is ideal. Some use gas, 
but for the average mastoid operation I prefer gen- 
eral anesthetic, because, if you have a nervous 
individual, you do not get the co-operation you can 
have when they are asleep, so, unless contraindi- 
cated, I prefer some type of general anesthetic in 
these cases. 

CASE REPORTS—DR. E. J. CUMMINGS 

1. Little girl, about six years of age. About 
March ist -had flu and measles. Latter part of 
March.-she developed typical right side lobar 
pneumonia, which ran its usual course with the 
crisis about April ist. On April 3rd, the mother 
said the child was running a temperature. When I 
saw her, the entire right side of the chest was 
filled with fluid and diagnosis of fluid in chest 
was made. To confirm the diagnosis, we had an 
x-ray picture taken, which showed right side of 
chest full of fluid from apex to base. The child 
was taken to the hospital, and under local anes- 
thesia, a tube was placed in the pleural cavity and 
a large quantity of seropurulent fluid was with 
drawn. On entry into the hospital, the child’s tem- 
perature was about 102; at the exact hour of en- 
trance to the hospital it was 101. In the afternoon, 
after draining the pleural cavity, temperature shot 
up to 104.2 and later in the evening came down to 
100.6. Respiration was greatly improved and she 
felt much better. Pulse was 120 and she was 
breathing between 20 and 30 times a minute. Ran 
temperature between 99 and 101 the rest of the 
week. Two days later, her temperature went up 
to 102.6, at which time we took another x-ray pic- 
ture. At this time practically no fluid could be as- 
pirated or washed out of the pleural cavity and 
findings over the chest were not those of fluid 
in the chest. You will see by the picture that 
there is a partial pneumothorax. At this time 
Dr. Mason asked me if the child had anything the 
matter with her heart. as the heart shadow cer- 
tainly appears as if it is enlarged to the right. 
In any event the child continued to run tempera- 
ture, varying from 99 in the mornings to 102, grad. 
ually going up to 103 and 104, and continued to 
do so for the next two weeks. A week after the 
first picture was taken, another x-rav film ‘was 
made, at which time the shadow that looked as if 
the right heart might be enlarged showed a clear 
space between it and the cardiac shadow. The 
day this picture was taken the child left the 
hosnital; the next day her temperature was 101. 
the following day 100. and ‘the succeeding day it 
came down to normal and she has not had any 
since. ‘This was on May 9th; the tube had been 
removed ahout a week before. Three days after 
her temperature fell, her side broke open and a lot 
of nus drained ont. The mother estimated that 
half a cupful of thick pus escaped. and she is still 
draining some pus out of that side but ‘has had 
no temverature since May 9th. X-ray picture taken 
today still shows involvement in that area. but it 
is fading out. The question is, what is the diag- 
nosis? Our diaenosis was pneumonia, complicated 
by empyema and lung abscess. Our explanation 
is that the day her temperature -returned to nor- 
mal, the abscess had probably broken: into the 
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pleural cavity and the pus drained out to the 
opening where the tube had been. However, x-ray 
picture fails to show definite cavity wall and 
whether it was an abscess the patient had walled 
off, or empyema which had not been drained, I 
guess we will never know. 


2. Five-year-old child struck by automobile and 
knocked unconscious; had compound, comminuted, 
depressed fracture of vault of skull. Was taken to 
the hospital and depressed fractured bone was 
raised and several small pieces of the bone, sepa- 
rated from the periosteum were removed, leaving 
a hole in the skull about one inch in diameter. 
The dura was not cut, no linear fracture discern- 
able running away from the depressed fracture. 
There was hemorrhage from the nose but none 
from ears. The dura was not opened, the bone 
was merely elevated and scalp wound sutured. 
The patient remained unconscious for a period of 
about six days. On the morning after the acci- 
dent, I told his people I thought the child was go- 
ing to recover, based on the following symptoms: 
temperature was a little above normal; pupils 
equal and reacted to light; very slight paralysis 
of left side of face; reflexes otherwise perfectly 
normal. The child continued in about the same 
way until the morning of the sixth day when he 
awoke and asked for a ham sandwich. The next 
two days he became practically normal, tempera- 
ture disappeared, pulse good quality, not slow, 
and in the absence of much fever, we did not 
consider that the child had a lacerated brain, and 
with pulse normal, did not think he had any hem- 
orrhages, so, about the end of the week, he went 
home almost normal. We had difficulty in keeping 
him quiet, as he would insist upon standing up 
in bed, looking at picture-books and playing with 
toys. On the twelfth day following the accident, 
he started running temperature, that day going 
up to 101, and it seemed to me that his neck was 
slightly rigid and had a slight Kernig on the left 
side. The next day his temperature went up to 
102 and the neck seemed more rigid. At this time 
he commenced to complain of considerable head- 
ache and was rather restless, tossing about fret- 
fullv. On the third day, his temperature went up 
to 103-4, and at this time there was no question 
about his neck being rigid, but there were no ra- 
Pillary changes, no increase of any paralysis. At 
this time it was thought, unquestionably, that he 
was developing meningitis. In the hope that it 
might be a local affair at the site of injury, he was 
taken back to the hospital and a lumbar puncture 
was made. The fluid escaped under increased 
pressure, was cloudy. Smears and culture from 
fluid were negative, and, in hope that it was a 
localized process, the scalp wound was opened un, 
but was found to be clean with no signs of in- 
fection. The dura was opened and brain immedi- 
ately popped out through the opening, which was 
an inch in diameter; was bluish discolored from 
the bone having been pressed down wpon it and 
appeared to be very edematous. With forceps the 
opening was enlarged downward and we were in 
hopes of encountering some pus, but nothing was 
found. The brain merely looked edematous and I 
thought there was a little grayish film on it, but 
guess I was mistaken. Smears and cultures from 
brain were negative. Pulse at the time of operation 
was 146, temperature 106. The next day temper- 
ature dropped to 101, pulse came down during 
the day to 90, but then went back up to 120. His 
temperature rose on the following day to 103, 
where it has remained most of the time since. 
Pulse has gradually come back to 100 from 
132. Spinal fluids have appeared about the same; 
direct smears and cultures negative. At times 
during the last few days, the child has been 
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mighty sick. On the 15th we operated him and on 
the next day the temperature came down so much 
it was very gratifying, but we felt it was probably 
a temporary affair. On the 17th, examination did 
not reveal any change except that tissues over 
the bridge of the nose are more swollen. He be- 
gan to have a little swelling between the eyes; 
general condition about the same. He calls for 
his mother even when she is present, but answers 
questions intelligently. Today, May 21st, there 
are no new symptoms. The swelling of the soft 
tissue has begun to subside. For several days 
following the child’s second entrance into the 
hospital it did not look as if he would live very 
long, pulse would become very weak. Yet, on the 
whole, he is now better than he has been any time 
since his entrance to the hospital a week ago. To- 
night his temperature is 103, pulse 132, breathing 
about 30 times a minute. X-ray of skull showed 
linear fractures running through the frontal 
fossa and probably on both sides of the head and 
probably one through temporal portion of bone on 
the right side. Our diagnosis after the first lum- 
bar puncture was meningitis. 

My conception of the case has changed since 
opening the child’s dura. I believe that he has one 
of two things—either a brain abscess or an epi- 
dural or extra-dural infection. The text-books de- 
scribe such conditions under meningitis sympatica 
and state this condition is quite frequent with 
brain abscess, sinus thrombosis, or extra-dural in- 
fection. In other words, there is enough infection 
somewhere, either outside the dura or inside the 
brain to cause this fever and symptoms of menin- 
gitis. 

DR. F. P. MILLER: In the first case, I think the 
child had lobar pneumonia, with perhaps multiple 
abscesses within the pleura and one of them rup- 
tured, giving the empyema. I think the treat- 
ment you are doing is proper in every respect. I 
think a great many of our empyemas are due 
simply to abscesses which are perhaps underneath 
the pleura. You usually get a cure by drainage, 
but the lung abscess that has resulted will be a 
much more chronic affair and just what course it 
will take, you cannot tell at this time. There was 
not much cough, as I understand it, if any, and 
she is bringing up no secretions at this time. 
Perhaps draining through a secondary opening in 
the chest wall was sufficient to reduce it. I might 
report a very peculiar interlobular empyema in 
which Vincent’s organism alone was found. 

As to the other case, I am not so positive about 
it. It would seem that when a child sustained 
such an injury, being struck by an automobile, 
that there must have been considerable damage 
done to the brain tissue underneath. Aspiration 
at that time might have relieved some fluid. Not 
opening the dura at that time was good, but as- 
piration with a needle might have removed some 
fluid. Perhaps you have an infection extra-dural 
and that might account for the condition. 

DR. EGBERT described his trip to Galveston in 
attendance at on Texas State Medical Meeting. 

DR. E. R MER announced that the La. 
dies’ " Auxiliary Society proposed giving, in con- 
junction with the County Society, a testimonial 
dinner to Dr. Felix P. Miller, president of the 
Texas State Medical Association, and wanted this 
to take place next week in place of the regular 
weekly meeting. 

DR. C. M. HENDRICKS made motion that the 
meeting next Monday night (May 28th) be devoted 
to a dinner to be given to Dr. Felix P. Miller, in 
conjunction with the Ladies’ Auxiliary, the ladies 
to be in full charge of the affair. This was duly 
seconded and carried, and Dr. Rheinheimer in 
charge of the program, so advised. 
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DR. HAL GAMBRBELL reported a case of gastric 
resection in a suspected malignant ulceration of 
the stomach. The patient, a Mexican washerwo- 
man, 35 years of age, gave a history of ‘gastric 
pain of over five. years duration. The severity 
of the pain not infrequently caused her to double 
up and stop work for a time. Gradually she had 
lost weight, a mild jaundice developed, and an 
inability to eat had forced her to seek medical 
relief. X-ray studies had shown the pylorus to 
be the seat of a large ulceration with a nine-hour 
retention of most of the bariym meal. Occult blood 
in the stools was nearly always present. She 
refused gastric analysis. Serological studies were 
negative to syphilis. Surgery seemed to offer 
her the best possible prognosis. 

After careful preparation, cautery resection of 
the most of the lower third of the stomach was 
made in bloc with the adhering omentum. Suf- 
ficient of the pylorus was available for anasto- 
mosis with the duodenum. Convalescence has 
been uneventful and the patient has returned to 
work and is eating coarse foods such as the 
Mexican peon uses. Examination after three 
months showed a normal emptying time and ex- 
cellent motility. No filling defects were present 
at this examination. 

Dr. Prentiss opened the discussion after wr. 
Turner had discussed the x-ray angles and the 
pathology. Dr. Prentiss warned against accepting 
occult blood as an important fact unless bleeding 
from infected gums and upper respiratory passages 
had been excluded. 





DR. WM. BRANCH exhibited two cases of polio- 
myelitis in the same family. The disease in the 
older child had occurred some eight years ago 
with resulting contractures of the foot and lower 
leg. The case had been untreated. The second 
case, an infant of 18 months, had a double flaccid 
paralysis of the lower extremities following a brief 
illness about the first of the year. While sick but 
a short time, the mother states that the infant 
quit walking at once and had never tried since. 
In addition to the flaccid paralysis the baby was 
anemic and markedly rachitic. 

DR. F. P. SCHUSTER presented the paper of the 
evening. The title of the paper was “Manage- 
ment of Squint in School Children.” 

DR. VANDEVERE opened the discussion. He 
said that he regarded early institution of treat- 
ment of prime importance in all cases of squint. 
He reported one case of an eighteen-months-old 
child who is wearing glasses with considerable 
benefit. The tucking operation he believes to be 
safer. Atropine is a most valuable drug and should 
be continued for a long time . 

Dr. S. A. Schuster, in stressing some of the 
points in the paper, emphasized the value of wait- 
ing until the child was fairly well along in child- 
hood before operating so as to do the work under 
local anesthesia and thereby secure better cosmet- 
ic results. The psychological effect of a squint is 
apt to be harmful to a child. 

Dr. Swope warned against the continued exist- 
ence_of a squint in sensitive children as the 
source of an inferiority complex that may affect 
a child ever afterwards. 

Dr. F. P. Miller cited the effect of a corrective 
operation in his family as gan example of the 
excellent results obtainable and also the improved 
mental attitude. 

Dr. F. P. Schuster, in closing, said that he re- 
sorted to complete atropinization and full correc- 
tions early. If too young to secure cooperation in 
the child, the retinoscope was used to establish 
an accurate measure of refraction. 

DR. HARRY LBIGH reported the case of a 
child who upon recovering from measles con- 


tracted scarlatina with subsequent suppurative 
otitis media and. cervical adentitis. The antti- 
toxin promptly administered brought the temper- 
ature down but the ears continued to drain for 
several weeks. The mother, who cared for the 
child, was cautioned in regard to the care of the 
pus. A slight scalp wound in the mother’s head 
was repeatedly scratched with a comb used on 
the pus-contaminated hair of the baby. Wound 
erysipelas promptly developed which yielded to 
erysipelas antitoxin. Was the pus. from the baby 
the source? 

DR. GBO. GILLEN reported the case of diph- 
theria in his child four weeks after a case of 
scarlet fever in an older youngster. Isolation had 
been complete. The child began with a sore 
throat, adenitis and high temperature. Several 
cultures were made before securing a positive 
diphtheria report. Clinically the early course of 
the disease looked like scarlatina without a rash. 
Some 40,000 units of diphtheria antitoxin were 
given. 





ST. JOSEPH’S HOSPITAL 


(Phoenix) 
Staff Meeting of April 9, 1928. 


The regular monthly meeting of St. Joseph's 
Hospital Staff was held in the lecture room on 
Monday evening, April 9, at eight o’clock. A good 
attendance was registered. 

The monthly summary for February and March 
was read and discussed. 

DR. 8S. W. BLOOMHARDT was the program chair- 
man and had arranged a very interesting series of 
cases, as follows: 

CASE 11090. DR. C. N. PLOUSSARD. 

Girl, 12 years of age. Within ten minutes after 
arriving at the Grand Canyon, she stepped on a 
rock which gave way, causing her to fall approxi- 
mately 267 feet, falling and rolling, landing on a 
ledge. Patient does not remember about falling. 
The accident occurred on April 2, and she was 
brought to the hospital on the fourth. An old 
stove pipe had been used for temporary splint. The 
limb was very much swollen and no attempt has 
yet been made to reduce the fracture, waiting until 
the swelling has become less. 

Roentgenologist reports, “radiographs of this 
thigh, taken with portable coil, show comminuted 
fracture of the femur about the middle of the bone, 
with several loose fragments. There is one large, 
loose fragment lying close to the anterior surface 
of the thigh. The main fragments are not in align: 
ment, there being both lateral and antero-poster 
ior overlapping.” 

In a few days, after swelling has disappeared, 
patient will be taken to the x-ray room and frac- 
ture reduced by manipulation under the fluoro- 
scope. The small fragment of bone lying close to 
the skin can easily be removed under local anes- 
thesia and leg put up in some sort of extension 
apparatus until enough new bone formation is pro- 
duced to allow patient to be up on crutches with 
cast to limb. 

(Patient was then exhibited on a cart, with 
leg in Thomas splint, which had been placed when 
she was admitted to the hospital. Swelling had 
almost disappeared and patient was comfortable. 
There were numerous skin abrasions on leg where 
fracture was compounded, and numerous contu- 
sions and skin lacerations over entire body.) 

DR. J. M. GREER: After seeing the patient, I 
doubt if the method usually adopted with children 
will hold, as this patient is larger than I expected 
to see, and the question would be between treat- 
ment of child and adult, rather leaning toward 
that of adult. It would seem that perhaps a modi- 


. fied overhead extension, such as the Russell meth- 
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od might give the best results. The Russell meth- 
od, as you know, is a system of pulleys with over- 
bead suspension and multiplied pull through a 
stationary pulley to the foot of the bed, a movable 
pulley to the end of a Buck’s extension and back 
to another stationary pulley at the foot of the bed 
which supports the weight. This case is very 
interesting and the treatment of such cases is very 
important. One must not forget the injury to soft 

as well as bone injury in all such cases. 
The desire now in such fractures is to reduce 
them as soon as possible, not waiting too long 
for the reduction of swelling, not even waiting 
too long if x-ray is not at hand. Sometimes it is 
impossible to reduce fractures at the beginning 
for one reason or another, even if one has them 
well under control and under the fluoroscope. In 
such cases such apparatus should be selected as 
will have a tendency to reduce the fracture gradu- 
ally. The length of time following injury to the 
time of reduction of fractures markedly increases 
the difficulty of reduction. A method I saw used 
recently that might have some merit in a case that 
is difficult to reduce, is that of putting on a long 
circular plaster cast and making an incision at 
site of fracture and using the two ends of the cast 
as levers to aid in the reduction. This sometimes 
helps in fractures near a joint where the fragment 
is so short that it is difficult to use it as a lever. 


Coming back to the treatment of this case, ques- . 


tion has been asked, why not treat fracture in 
adult the same as fractures in children, by the 
overhead extension method? Whether or not this 
has ever been used I do not know. It would prob- 
ably not have any advantage over other methods. 
We have used the Russell method several times 
with satisfactory results, the advantage being 
that it is comfortable for the patient and fractures 
that are difficult or impossible to reduce at the 
beginning have a tendency to be reduced by the 
continuous tension of this method. There are 
many methods used in treatment of fractured fe- 
murs. There has been some effort at standardi- 
zation but most surgeons have their pet method 
and the method that the surgeon is most familiar 
with is the one he should use. Operation or open 
method is not used now as extensively as it was 
formerly, and among the best surgeons as a gen- 
eral rule, the operation method is only used after 
a real earnest attempt of reduction by the closed 
method. In operation there is now a tendency to 
use bone screws and bone plates rather than metal 
plates: It would seem that this is a step in the 
right direction, although many good results have 
been obtained by the metal plate in fracture of 
femurs. The Thomas splint was used universally 
during the war, probably largely because of its 
simplicity and even with all sorts of apparatus 
at hand, the Thomas splint is very hard to: beat 
in many fractures, and for emergency and iirst 
aid treatment it has no substitute. I hope the 
doctor gets an excellent result in this case and 
with his usual attention to details I am sure that 
he will. 
CASE NO. 11015—DR. R. B. RANEY 

Man, age 76, entered the hospital March 25, com- 
plaining of pain in the lower abdomen on the left 
side. Onset of illness began March 24, at five 
o’clock while working at his usual occupation of 
agriculture. He was suddenly stricken with an 
acute attack of pain on the right side of the ab- 
domen, radiating upward into the chest. He con- 
tinued at work for about half an hour but the pain 
continuing, a local physician was called, who gave 
him relief by the administration of morphine. 
After the effects of morphine wore off the pain 
returned but was this time situated in the left 
lower quadrant. This continued, severe in charac- 
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ter, and patient entering the hospital next day, 
March 25. Soon after entering the hospital he had 
another paroxysm of pain in the upper right quad- 
rant similar to the onset of illness. This passed off 
in forty-five minutes without the aid of morphine. 
During this attack of pain the right rectus muscle 
was markedly spastic producing an evident asym- 
metry of the abdomen, associated with marked ten- 
derness over the gall bladder area, the tenderness 
and rigidity passing away with the pain. From 
the onset of illness there was a history of obstipa- 
tion which could not be relieved by cathartics and 
enemas. These were not administered until a 
definite condition of intestinal obstruction was 
evident. Throughout the entire illness when pa- 
tient was turned on side the pain in the epigas- 
trium returned, to be relieved by turning on the 
back. During no time in the illness was there 
nausea or vomiting. No history of nausea, ab- 
dominal pain or distress previous to the onset of 
illness was given. The pain was not affected by 
food; however, he ate very little after the onset. 
Pulse was normal and temperature slightly sub- 
normal, throughout attack. 

Past History: Last illness was 70 years ago. At 
that time he had what he thinks was pneumonia. 
He had the usual childhood diseases, otherwise he 
has experienced the best of health. 

Physical Examination: Pupils round and equal, 
react to light and accommodation. Ears, nose and 
throat negative. Neck: no palpable masses or 
abnormal pulsations. Pulmonary: no rales, fluid 
or consolidation, respiration 20. Cardiovascular: 
no murmurs, irregularities or hypertrophy; low 
grade arteriosclerosis. Pulse rate 80 and full. 
Abdomen: Equally distended, moderately rigid and 
tender throughout. Genito-urinary: negative. No 
rectal masses palpable. Neurological examination 
disclosed nothing abnormal. White count 12,000; 
polynuclears, 91, mononuclears 9. Urine: slight 
trace of albumin, otherwise negative. 

Diagnosis: Acute intestinal obstruction at the 
sigmoidal junction. 

Findings at operation: Volvulus of the descend- 
ing colon at the sigmoidal junction and perforated 
gastric ulcer at the lesser curvature of the pyloric 
end of the stomach. Corrections were made with 
closure. 

Progress: Patient suffered slight shock from 
the operation. In good condition the next day. 
Pulse 90, temperature 100. Low grade peritonitis 
followed with marked diarrhea for ten days. Mod- 
erate drainage and marked melting of the wound. 
Pulse never exceeded 90 or temperature 101. At 
three weeks diarrhea stopped, discharge ceased 
and wound healing. Temperature and pulse nor- 
mal and free from symptoms.~ 


DR. L. DYSART: During operation, Dr. Bannis- 
ter maintained that the serious trouble was in the 
upper abdomen and had desired the incision be 
made in upper abdomen and he was right, because 
the operation disclosed the perforated ulcer. After 
the intestines were all out, the distention was so 
great that the intestines could not possibly be re- 
turned to the abdomen. There seemed to be com- 
plete paralysis of the intestines and they were 
full, not only with gas, but great deal of liquid. Dr. 
Bannister and I advised drawing off the gas and 
liquid before any attempt was made to get in- 
testines back into abdomen, and this was done 
by passing a colon tube into rectum and use of a 
trochar into caput coli when, by the aid of an 
aspiration outfit, intestines were emptied. One 
quart was obtained and nobody knows how 
much gas; I believe without emptying the intes- 
tines, the patient would have died. If I am ever 
called up to do anything of this kind again with 
liquid in intestines, will see that a ligature is tied 
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around intestine and trochar so there will be no 
soiling of abdomen. There was some soiling in 
this case. 

DR. K. BANNISTHR: Dr. Jordan saw this man 
first and I do not know what he made out, with 
no outstanding symptoms, as the man had kept 
at work after pain had subsided. Dr. Jordan gave 
him morphine and with notion he had a surgical 
abdomen sent him into the hospital. The day fol- 
lowing I saw him in consultation. At that time 
his abdomen was slightly distended, not very ten- 
der with no marked rigidity. Pulse around £0, 
temperature 98 and below. I told him he hac a 
surgical abdomen with trouble in upper abdomen. 
He had been given two or three enemas and each 
time had recurrence of pain. We believed his 
distension was due to amount of water in intes- 
tines rather than any peritonitis. There was 
slight passage of flatus with enemas. There was 
nothing definite to be found to tell what the mat- 
ter was. The pain was in the upper abdomen 
more than in lower. First blood count was. 9,000, 
second was 12,000. Patient said he was going 
to be all right but would be operated on if it was 
necessary. There was a ruptured gastric ulcer one 
inch above pylorus. 

DR. RANEY: It would have been interesting to 
have seen this man when he had his first attack 
of pain. Though he gave no history of shock nor 
the usual signs of perforated gastric ulcer, they 
were in all probability present, which would have 
made the diagnosis evident from the start, and the 
symptoms as given in. history and physical exam- 
ination would have seemed a logical sequence ex- 
plaining a volvulus formation from an increased 
peristalic activity of the entire gastro-intestinal 
canal from irritation following the perforation of 
the gastric ulcer. 

CASDB NO. 10498—DR. KIMBALL BANNISTER 

Female, 56 years of age, obese, foreign born, 
wintering in Chandler. 

Complaint: Pain, headache, and neuralgic pain 
about head, joints, muscles and back, loss of 
strength and lassitude. Onset eight days ago, 
with severe attack of nausea and vomiting, fol- 
lowed by, transitory convulsive state and loss of 
consciousness. Recurrence of this four days later. 
Cramps in bowels with nausea and continuous 
vomiting most of time since. 

Physical examination: Diplopia marked. Ptosis 
marked. Extreme lassitude and tired feeling. 
Somnolence, very slow speech with effort. Slight 
rigidity of neck with tenderness of back muscles. 
Double Babinski abdominal reflexes absent. Spinal 
fluid, slight pressure, 6 cells per cc. Course 
stormy with vomiting and severe symptoms for 
days. Gradual subsidence at end of week. Gen- 
eral lapse into extreme somnolence but heard 
what was going on about her and answered ques- 
tions. Diplopia persisted for some time and 
even at present returns in right eye occasionally. 
Headache lasted for several weeks with exacerba- 
tions. Treatment symptomatic; urotropin gr. 
per mouth t.id. ordered by Dr. Church. 

Present condition: Up for several hours daily, 
gradually gaining strength. Some mental changes, 
hard to classify because of her foreign ideas and 
conception. No Parkinsonian syndrome or myo- 
clonia to date. 

(Dr. Bannister then read a paper on Epidemic 
Encephalitis, which will later be published in this 
journal.) 

DR. A. C. KINGSLEY: There is very little to 
add to what Dr. Bannister has already said in re- 
gard to epidemic encephalitis. If one will remem- 
ber that the mid-brain and tegmentum of the pons 
and medulla are the regions usually involved and 
the symptoms which accompany such lesions, you 


SOUTHWESTERN MEDICINE 


will have very little difficulty in arriving at a 
diagnosis. With the exception of syphilis and 
multiple sclerosis it is the most widely dissemi- 
nated. . Neither of these are febrile diseases, and 
from the history can be eliminated. Tuberculous 
Meningitis must be considered in a patient suf- 
fering from tuberculosis. A given case presents 
symptoms of several of the different groups. 
Briefly, the diagnosis can be summed up. A mild 
febrile attack, followed by an acute illness of the 
nervous system with drowsiness or insomnia, men- 
ingeal signs, increase of lymphocytes of spinal 
fluid (10 to 50), pupillary changes, ocular palsies, 
radicular pains, and abnormal movements with 
some rigidity, justifies the diagnosis of epidemic 
encephalitis. The sequelae are numerous. How- 
ever, the Parkinsonian syndrome is the most com- 
mon. In the early epidemic, the lethargic symp- 
toms were more in evidence, double vision, loss of 
reaction to light and accommodation, cranial pal- 
sies, active adbominal reflexes, bulbar signs and 
Babinskis. In the later epidemics, mental symp- 
toms, myoclonic movements, absent abdominal re- 
flexes are observed. In this case we have Babin- 
ski, marked lethargy, and absent abdominal re- 
flexes, presenting symptoms of both forms. Hic- 
coughs is often a prodromal symptom. I have per- 
sonally observed two cases in which persistent 
hiccough was the first symptom. One of these 
cases went on to rapid and fatal termination in 
three days. 


DR. J. J. McLOONE: Examination of eyes re- 
quested by Dr. Craig disclosed the following: 

Ptosis of right eyelid. Anisocoria present. Right 
pupil shows a moderate mydriasis and reacts slug- 
gishly to light. Left pupil shows a myopsis and 
reacts normally to light. There is a paralysis of 
right internal rectus and a diplopia which was 
evidenced by an external strabismus. There is 
impairment of muscular motility of all eye mus- 
cles of right eye, except the external rectus and 
superior oblique. (Involvement of third nerve). 
The muscular motility of left eye is not affected. 
Right and left discs show a slightly greenish hue. 
There is no papilledema. The blood vessels of 
nerve heads and retina are normal in appearance. 
Nose: Shows a high deviation of septum, Mouth: 
and throat are negative. Teeth show some pyor- 
rhea. 

Among three of the five cases of encephalitis 
which I examined during the past three or four 
years, there was disclosed a greenish hue to the 
right disc or part thereof. Sometimes this condi- 
tion was noted on the temporal side and sometimes 
on the nasal side of the disc. In one of the cases 
there was a bilateral papilledema. This patient died 
of encephalitis. It has occurred to me that the dis- 
coloration of nerve heads which I have noted 
might be due to some nutrient disturbance. 

All varieties of eye disorders may occur in the 
course of encephalitis. The significant fact is 
that the eye changes usually occur early in the 
disease. 

Of the eye lesions found in encephalitis, the pup- 
illary changes are the most common. Next in 
order are paralysis of the external recti (6th nerve 
involvement) and ptosis. Eye symptoms are pres- 
ent in about 80 per cent of the acute cases and 
about 60 per cent of the post lethargic cases. One 
of the frequent findings in post lethargic cases is 
suppression of convergence and paralysis of ac- 
commodation. These later eye sequelae, occurring 
as they do considerable time after the acute en- 
cephalitis, are frequently overlooked. 

About three years ago I had occasion to exam- 
ine two such patients who came to me for glasses. 
Their distance vision was found to be normal but 
their near vision was much diminished, due to a 
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high convergence insufficiency with lack of ac- 
commodation. 

DR. E. W. PHILLIPS gave a brief resume of 
the hay fever situation in the Salt River Valley, 
calling attention to some new factors which are 
confusing. One of these is the early and abun- 
dant pollenation of the rabbit bush weeds this 
spring, which has brought confusion to those who 
are treating patients sensitive to Bermuda and 
rabbit bush both. The other factor is the invasion 
of Russian thistle which has not heretofore been 
a factor in the lowlands. Russian thistle is a 
tumble weed and is slowly making its way from 
the mountains into the cultivated valleys. 

(This presentation of Dr. Phillips has already 
oo published in this journal, February issue, p. 
49). 

Dr. W. W. WATKINS selected a few of the pa- 
pers and clinics from the meeting of the College 
of Physicians in New Orleans, the first week in 
March, which he attended, and gave a brief sum- 
mary of the salient points in these, as follows: 

Dr. Julius Bauer, of Vienna, spoke on the in- 
fluence of adaptation and compensation in the de- 
velopment of disease. Many times, the effort to 
compensate for the effects of a diseased process, 
or to adapt itself to this, causes the organism to 
injure itself in another direction, and frequently 
the compensation or adaptation results in a worse 
condition than the disease. Instances of this 
were the hypertension as a compensatory process 
in nephritis; emphysema in certain lung diseases; 
stasis in the circulation of the lungs in left-sided 
heart disease; the epithelial response to irrita- 
tion in cancer. The adaptive and compensatory 
processes brought on by disease frequently domi- 
nate the whole pathologic picture, and sometimes 
result in death of the patient. 

Dr. David P. Barr, of St. Louis, called attention 
to the fact that myeloma is not always confined to 
the bony structures, but may produce .vsions of 
liver, kidneys, lungs, etc. 

Dr. H. W. Bettman, of Cincinnati, spoke on 
chronic appendicitis from the viewpoint of an in- 
ternist. He took the roentgenologist to task for 
classing so many conditions of the appendix as 
pathological. Dr. Watkins suggested that intel- 
ligent cooperation between the internist and the 
roentgenologist would clear up much of the con- 
fusion in the minds of such internists as Dr. Bett- 
man. In Phoenix, if there is any error in the x-ray 
work on the appendix, it is on the side of con- 
servatism. 

Dr. W. M. Simpson, of Dayton, O., gave a very 
complete presentation of tularemia, reporting forty- 
five cases of his own. He gave the merited credit 
to Dr. Ancil. Martin for his pioneer work in this 
condition, the first of the writers on tularemia, ex- 
cept Dr. Francis, who have done this. His classi- 
fication of tularemia is worth remembering. (1) 
Ulcero-glandular, with a primary lesion appearing 
from one to five days after exposure; there is a 
sporotrichosis-like lymphangitis; the glands may be 
énlarged for months; (2) oculo-glandular, with pri- 
mary lesion in the eye; (3) glandular without pri- 
mary lesion; (4) typhoid, with fever, but no pri- 
mary lesion. There is no specific treatment. 

Dr. Frederick Allen, of New York, gave another 
of his masterly talks on diabetes, with some points 
which are worth remembering. He said that the 
general restriction of the diet was of more import- 
ance than regulation of the carbohydrates. The 
use of insulin makes diet. regulation even more 
necessary than management without insulin. There 
is no way to get away from diet regulation in dia- 
betes, and the total calories is the important part 
of the regulation. Forget the entire subject of 
ketogenic-antiketogenic ratio. The average dia- 
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betic can take from 60 to 120 Gm. of protein, 50 to 
80 Gm. of carbohydrates, with the greater part of 
the calory requirements made up with fat. 

In the clinic of Dr. C. C. Bass on malaria, he 
said that 95 per cent of all cases of malaria will 
be cured in three or four months by ten grains of 
quinine by mouth. The subject of malaria should 
interest the doctors of. the. Salt River Valley. We 
are not immune from malaria here; we can have 
it just as easily as the Rio Grande Valley can, 
and they are fighting it desperately this past 
summer. It has been said that the anopheles mos- 
quito is here, and if we should have the added 
factor of enough people with malaria coming 
here from the south and staying long enough to 
inoculate our mosquitoes, malaria will break out 
here. 


The clinic of Dr. Aldo Castellani on fungus in- 
fections was very interesting. There is no greater 
authority in the world than Dr. Castellani on 
fungi. He described the various fungi which 
could infect the lung. Occasion was taken to ask 
him whether the monila ever invades the joints. 
This was because of a case of Dr. Beauchamp’s 
with a monilasis of the lungs, and a hip joint in- 
fection. Dr. Castellani said that he has seen two 
cases of bone infection with this fungus, so that 
we are reasonably sure of the nature of the con- 
dition in Dr. Beauchamp’s patient. 

Dr. Wm. James and Dr. J. J. Vallarino, of Pana- 
ma, presented in a clinic, the subjects of the 
pathology and x-ray findings in intestinal ame- 
biasis. The x-ray findings are much like those 
of tuberculosis. 


Dr. Maud Slye, of Chicago. presented the sub- 
ject of heredity in cancer, with a resume of her .- 
work on mice and the way of making this avail- 
able for investigation in the human race. During 
twenty years, Dr. Slye has performed more than 
60.000 necropsies on pedigreed mice, whose here- 
dity she had recorded. Of these, some 6,000 had 
developed spontaneous cancer; in these she knew 
where the cancer arose in the ancestors, where it 
became submerged as a recessive trait, and 
where it emerged again through hereditary influ- 
ence. Dr. Slye states that four generations of doc- 
tors working along the same,line, with the proper 
material and with properly kept records, would be 
able to establish the same facts for the human 
— as she has established for her community of 
mice. 





GOOD SAMARITAN HOSPITAL (Phoenix) 
(June Meeting) 


The medical and surgical staff of the Good 
Samaritan Hospital met Monday evening June 25th 
in regular session with twenty in attendance. 

DR. BLOOMHARDT of the records committee re- 
ported upon the deaths for the past month as fol- 
lows: Case 3155—Four-year-old child, an operative 
death to be discussed in our meeting tonight. My 
suggestion to the staff is that. when a case dies 
during an operation or shortly after, a _ full 
history and record be made so that one going over 
the hospital records may know what happened. 
There is nothing but a surgery report in this case 
and that is so brief that one could not gain any 
knowledge of the case. We of the staff benefit by 
the discussion tonight, but for the purpose of 
study and for College representative to examine 
it would take quite a number of good histories to 
balance the effect of such an incomplete one. 

Case 2809—Diagnosis of chronie bronchial 
asthma, chronic enteritis of unknown origin. He 
was a male, 55, and in the hospital for one month. 
History of six to ten stools a day, with blood two 
weeks before admission. No pain; lost about 
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twenty pounds, this following an attack of tonsil- 
litis. He was admiltted April 11, 1928, but there 
was no stool examination until April 28, and this 
was the only examination; it was negative. Urine 
was negative. White blood cell count was 10,600, 
82 per cent polys, 17 per cent large monos, one per 
cent baso’s, no lymphocytes. There was a consul- 
tation in this case toward the end. The only sign 
that a consultant had been called was that the 
nurse had put this in her bedside notes. While in 
the hospital there were no bloody stools, and not 
an excessive diarrhea. At first the patient was 
able to go to the toilet but he seemed to weaken 
in the course of a month and died. The last ten 
days of his life he had an extremely low tempera: 
ture—94 and 95 degrees being charted. The case 
was a puzzle. 

Might I suggest that instead of writing the pre- 
scription number on the treatment charts, doctors 
write the prescription. In the treatment of this 
case, everything was’ jotted down as “prescription 
No. 60969 or 60 so and so,” but for study we do 
not know what was done. The history of long 
chronic asthma and enteritis trouble might spell one 
of tuberculosis. The fact that one negative stool 
was obtained could not eliminate dysentery al- 
though the clinical picture, during his stay in the 
hospital, did not lean toward that disorder. 


In regard to anemic dysentery, there always 
seems to be some in this valley. The use of 
Yatren-105 has been quoted as showing excellent 
results. One author’s experience in over three 
hundred cases of acute and chronic forms of the 
disease leads him to the emphatic statement that 
for all chronic forms of this dysentery, Yatren sur- 
passes other known remedies. Chronic and relapse 
cases even of ten years duration rapidly cleared up 
with doses of one drachm twice daily by mouth. In 
acute cases, the cure is rapid. Dalmeyer in Java 
found Yatren to possess undoubted advantages 
over emetine and emetine bismuth iodide. Stool 
examinations two or three years after treatment 
reveal no relapse. Children tolerated the drug 
well. I thought perhaps this might be of interest. 


Case 3130—Burns, gasoline. Body surface in- 
volved in the burns beyond forty per cent of the 
total surface area. Admittedly he should have 
oo as he did. His treatment was prompt and 
good. 


Recently, there has been some very interesting 
work done on the treatment of burns. Too often 
it seems we turn these desperately sick patients 
over to the treatment of juniors or even to nurses. 
Recently there has been a definite change in the 
attitude of surgeons if one can judge by the lit- 
erature which contains distinct contributions from 
both clinicians and research workers. It seems to 
me, at the present time, that the surgical profes- 
sion is beginning to look upon burns as wounds 
and not as surgical accidents predestined to live 
or die irrespective of the surgical treatment which 
they receive. In burns, we have the same surgical 
principle involved as in traumatic wounds: name- 
ly, primary wound shock, secondary or toxic 
wound shock, infection and repair. To apply the 
same principles of treatment to the surgical care 
of burns as in all other traumatic wounds is, 
therefore, logical. 

Radin, in an excellent paper, speaks of a plan 
of treatment to the three stages of burns: First, 
shock which we speak of as a primary wound 
shock; second, toxemia which is considered as s2c- 
ondary or toxic wound shock; and third, repair. In 
the primary wound shock, so convincingly demona- 
strated by Crile, which follows a severe shock to 
the nervous system, the factors involved are pain, 
shifting of body fluid and abnormal radiation of 
body heat. (1) Pain is from exposure of large areas 
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of terminals of sensory nerves of the skin and 
their irritation by the air, medicaments or dress- 
ings. These are responsible for the unusual de- 
gree of shock in burns. (2) Shifting of the body 
fluid; the capillaries dilate especially in the arsa 
of the inflammation and there occurs a pouring 
out of serum. The consequent concentration of the 
blood means failing circulation, an inefficient oay- 
gen carrier, oxygen starvation of the tissues, fall 
of temperature, and finally suspension of vit.l 
activities. (3) Unusual radiation of body heat. 
In addition to the capillary dilation resulting froin 
vasomotor paralysis consequent to the nerve- 
shocking and dissipation of heat, we have the ac- 
tual destruction of the skin and subcutaneous tis- 
sue and thus the removal of the insulating cover- 
ing from a large area of the body surface. This is 
a definite cause in the introduction of primary 
wound shock. In the treatment of primary wound 
shock and burns, the indications clearly point to- 
ward: First, the relief of pain; second, the com- 
bating of the loss of fluid from the circulation; 
third, the prevention of the unusual dissipation of 
heat; and fourth, absorption of the toxic products 
of the burned tissue. The secondary toxic wound 
shock of burns from a surgical standpoint has 
been, in the past, most hopeless. Now that we 
know it is the toxins of the burned tissues which 
are the factors to be combated, we have a rational 
therapeutic indication. Ligation of the vessels 
draining the parts can be done within two hours— 
experimentally protecting the absorption of toxin. 
Therefore, in the primary treatment of the wound, 
an effort should be made to prevent absorption of 
the toxins. Secondary toxic wound shock de- 
mands removal of the dead tissue. Surgical excis- 
ion, theoretically ideal, is not practical. By the 
spraying of the 2.5 per cent aqueous tannin acid so- 
lution almost continuously upon the necrotic tis- 
sues the protein is precipitated in an inert form. 
The wound is debrided chemically. The covering 
of the burned surfaces with the tanned, dry, non- 
absorptive, not-toxic and sterile shield prevents 
subsequent infection of the wound, combats undue 
radiation of heat from the body surface, protects 
the exposed sensory nerve ends and provides a new 
covering through which new epithelium forms 
without the constantly recurring traumatization of 
daily dressings required by the usual methods. 
Finally, this treatment has resulted in a definite 
decrease in the number of deaths from burns as 
a result of primary wound shock, and the final re- 
sults expressive in the duration of the healing pe- 
riod and in the scar tissue have greatly improved. 
The treatment sounds rational although I was 
never privileged to use it and it seems to more 
nearly reach the ideal than anything we so far 
have employed. 

Case 3015; Senility, nephritis. Male, age 86. 
Lived his life and nature was kind to allow him 
to give up the struggle. 


The cases for study were as follows: 

Case No. 3266 reported by DR. C. B. PALMER as 
follows: Woman, age 40 years. For the past four 
days has been complaining of some slight pain in 
the lower abdomen, but has not been vomiting nor 
even nauseated, during this time. Bowels kept 
regular with milk of magnesia; stools are loose, 
small and light brown in color. Yesterday had 
been feeling better; last night was suddenly seized 
with severe cramp-like pain in abdomen. Vomited 
several times during the night. Took several 
enemata with little result. Has a very severe 
headache this morning. No bladder disturbance. 

P. H.—EHighteen years ago had a pelvic abscess 
which was drained through the vagina. In 1922 
she had been treated for “boils” around lower ab- 
domen, then developed large “abscess” in this re- 
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gion. Laparotomy performed; appendix, both 
tubes and left ovary removed and wound closed 
with drainage. Patient went home in fourteen 
days. She was operated again for abdominal adhe- 
sions a few months later. Until two years ago she 
enjoyed good health. Then she began to suffer 
from recurrent attacks of lower abdominal pains, 
the most severe one being in February of this year 
and lasting about five days. Bowels were com- 
pletely obstructed at that time. She had vomiting. 
Menstruation has always been regular. 


Married sixteen years. No children. Nothing in 
family history relative to this illness. 

Physcial examination: Frail woman, age 40. Head 
normal. Heart and lungs normal. Abdomen has 
one scar of two former operations below umbilicus. 
Abdomen today is very tender over lower portion 
and also in epigastrium. To left of median line 
there comes a definite peristalsis causing a large 
ball to come up and at that time she has extreme 
pains. Bowels have been kept open every day. In 
February had a severe attack of partial obstruction 
of the bowels. Relieved by enemas. 

Patient was operated upon. Median incision 

below umbilicus was made through the old scar. 
Intestines found bound to abdominal wall and the 
coils one to the other. A number of bands of ad- 
hesions were cut, one unusually tight band about 
four inches. above the ileocecal valve. Right ovary 
was normal in size. Uterus small and infantile, 
very few adhesions in pelvis; that is, comparatively 
speaking. Most of the adhesions seemed to be in 
the three feet of bowel just above ileocecal valve. 
Omentum much inflamed. Gas passed through 
bowel after loosening adhesions. Closure of body 
wall was made in three layers. Patient made an 
uneventful recovery and at this time she is in fair 
condition. 
_ DR. JORDAN asked if adhesions had greater ten- 
dency to form after gonorrheal inféction. DR. 
PALMER replied that he thought adhesions usually 
come from mixed infection complicating, zonococcus 
infections. 

Case 1916 was reported by DR. WILLARD SMITH 
as follows: Male 55 years of age, looked 70. Blood 
Pressure was 182/98. He had generalized dropsy. 
His left leg was much larger than the right. His 
scrotum was enormously enlarged. He had a mass 
of variable size in his left lower abdomen, and also 
an epigastric hernia about two inches in diameter. 
He had a marked mitral heart murmur and evi- 
dences of renal insufficiency. After keeping him 
in the hospital two weeks for study, and after Dr. 
©. B. Palmer saw him in consultation on Dec. 
13, 1927, and after beginning the use of digitol, 
with some improvement in his asthmatic symp- 
toms, it was decided to begin an attempt to bene- 
fit him by investigating the abdominal tumor by 
laparotomy. 

On Dec. 15th his abdomen was opened with 
considerable difficulty and it was determined that 
the tumor was an enormous bladder diverticulum, 
communicating through a small one-quarter inch 


opening with the bladder; three smaller diverti- 


cula were present on the anterosuperior surface 
of the bladder. The large diverticulum was dis- 
sected out, the edges of the opening crushed and 
turned in and the opening closed by four superim- 
rosed layers of sutures. The smaller diverticula 
were turned into the bladder and the muscle wall 
of the bladder restored by layer suturing. At 
first he seemed to do well, but on the fourth da 
urine was draining through the operative Bee f 
There was a colon bacillus infection. He was put 
on retained catheter and after many closings and 
openings the urinary sinus seemed to be going to 
close; by January 25th his wound was dry and 
stayed so for sometime. On Februray ist urine 


SOUTHWESTERN MEDICINE 


came through again. February 8th it seemed to 
be entirely healed again. February 9th dressings 
were again wet. On February 11th I reopened his 
abdomen, with adequate help, and in an hour anda 
half of searching, | was unable to find any diverti- 
culum and could not reach the urinary sinus. Then 
the urinary fistula seemed to want to get well 
again, but on March 2nd he had a profuse dis- 
charge of urine through the wound. By March 
5th it was dry again. I had Dr. C. B. Palmer see 
him in consultation and also Dr. Thayer, and as 
Dr. Hamer had been watching him very closely 
I sought his opinion, and we all agreed that the 
enlargement in the prostatic region would have 
to be relieved. On March 9, I approached his pros- 
tate by the perineal route. I incised both sides 
of the capsule and was able to wipe out the entire 
prostatic content which was of mushy consistency 
and contained flocculi of pus. This healed, as 
prostatic abscesses heal when thoroughly cleaned 
out. By March 26th there was just an occasional 
wetting of his abdominal dressings and his perineal 
wound was healed. We had a lot of vicissitudes 
in this extremely prolonged catheterization, which 
was sometimes continuous and sometimes inte:- 
mittent, and we endeavored to educate him in re- 
tention and urination. On March 30 I have in my 
notes this statement: “Except for the fact that he 
isn’t cured, he is getting along pretty well.” At 
this point in the history Dr. Vivian entered the 
case for we all felt that we needed someone with 
more knowledge of urology. On March 3ist, 1928 
Dr. Vivian began a long series of cystoscopic stud- 
ies and it seems that he found this reticulated 
bladder with various depressions or bladder diver- 
ticula here and there, and he had some x-ray 
study made of it which showed one diverticulum 
evidently springing from the lower left portion of 
the bladder. Dr. Vivian used electrothermic meth- 
ods in enlarging the urethral outlet from the blad- 
der and was extremely faithful in continuing his 
attempts to get a permanent relief of the ob- 
struction at the bladder neck, but as fast as he 
would burn away a channel, it would refill with 
tissue. No one could have been more faithful or 
persistent than Dr. Vivian was, nor could a more 
exasperating condition be presented. Just how 
many times Dr. Vivian has burned a channel 
through the neck of this bladder I do not know, 
but in the course of this procedure the patient 
suggested that we might while away some time by 
getting rid of the big hernia in his left scrotum. 
So, on April 30th, 1928 I operated and found in his 
right scrotum a large part of his ileum, practicall 
all of his ascending colon, and a mass whic 
proved to be his appendix. This appendix was 
six inches long, 1% inches in diameter and had 
two diverticula. In general appearance it looked 
like a Suhuara cactus by moonlight... The lumen of 
the appendix was entirely closed off from the 
cecum and its content was inspissated mucus. He 
recovered from this operation very nicely and Dr. 
Vivian kept working along at the neck of the 
bladder and the patient kept intermittently dis- 
charging from his urinary fistula. His residual 
urine varied considerably but never disappeared 
By June 12th he was having twelve ounces of 
residual uriné: On this date Dr. Vivian had the 
cystoscope in him twice and did some things to 
the neck of his bladder. 


On June 13th he started back for his home in 
New Jersey and at Dr. Vivian’s suggestion he will 


‘go under. the care of Dr. Collings of New York. 


Dr. Vivian expressed the opinion that the biadder 
neck condition is malignant and I am inclined to 
agree with him. 


The patient's asthma is better; his dropsy has 
disappeared; his heart is much improved. He 
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still has the epigastric hernia. His inguinal hernia 
and enormous scrotal tumor, together with his 
freak appendix have been satisfactorily disposed 
of. He still has intermittent drainage from the 
lower end of his laparotomy wound. He has the 
evidences of several new bladder diverticula. The 
diverticula on his appendix are of interest. If 
there is such a condition as diverticulosis, he has 
it. He also probably has a malignant growth in the 
bladder neck and I presume the next step will be 
radium. 

DR. VIVIAN said this case illustrated that one 
cannot tell what is in the bladder by putting a fin- 
ger in the rectum. A remarkable feature of this 
case is that the man has a greatly reduced kidney 
function and yet stood three major surgical oper- 
ations remarkably well. Dr. Vivian had a lantern 
slide showing the lateral lobe and central lobe 
enlargement encroaching upon the urethral pas- 
sage. In this case the obstruction recurred nearly 
as fast as the tissue was removed. The diverti- 
cula of the bladder depended upon the obstruc- 
tion. It is necessary to remove the cause of 
straining at urination in order to relieve the for- 
mation of new diverticula. Dr. Vivian expressed 
his opinion that the case would probably prove 
to be malignant. 

DR. BLOOMHARDT asked where the focus of 
malignancy probably lay. DR. SMITH replied that 
the prostate was a mass of mushy material appar- 
ently a simple hypertrophy of the prostate gland. 
He regretted he had not examnied it but there 
seemed to be no indication of malignancy at the 
time. 

Case No. 3155. In the absence of Dr. Bailey was 
reported by DR. McINTYRE. This was a four-year- 
old child, sickly and anemic. He had inhaled a 
cartridge shell of calibre 22. X-ray showed the shell 
within the bronchus. The child was anesthetized 
and the bronchoscope was introduced. The bron- 
chus was found badly swollen. The shell was lo- 
eated. Each time traction was applied the child 
would stop breathing. The bronchoscope had to 
be withdrawn three or four times and the child 
resuscitated; the last time the child failed to 
breathe again. 

DR. DUDLEY SMITH, of San Francisco being 
present, was introduced and asked to discuss any 
subject he chose. He said his field is the treat- 
ment of the rectum and colon. This is a field 
which is. routinely treated without examination. 
The colleges have uniformly given but little train- 
ing in rectal and colon diseases. The quacks 
and charlatans have found this a lucrative field. 

Any case with blood in the stools should have 
a proctoscopic’ examination up to at least ten 
inches. Many cases of rectal cancer could have 
been found even by digital examination. Many 
of these cases are treated for simple hemorrhoids. 
A thorough diagnosis should always be made be- 
fore treatment is instituted. Rectal polypi are 
always potential malignant growths. He reported 
one case of small polyp which showed adeno-car- 
cinoma tissue. The polypi should be removed by 
electric cautery. Fulguration may be used but this 
Gestroys the tissue so that examination for possible 
cancerous tissues is precluded. He demonstrated 
a new instrument which he had just had made for 
withdrawal of the smoke when the electro-cautery 
is used. The instrument can be used to remove 
the smoke when electric cautery is used in any of 
the cavities. He thinks this instrument may be 
adapted to any cavity as well as to the rectum. 
In examining the rectum, a highly sensitive con- 
dition is often encountered. Dr. Hanes of Louis- 
ville, Ky., suggested a practical method: K.Y. jelly 
and 15 per cent cocaine is worked carefully into the 
anal ring; he finds that the most sensitive cases 
can then be examined. 
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He also demonstrated one or two other new in- 
struments which he was taking back with him for 
use in his clniic. He spoke of Dr. Coffey’s opera- 
tion for cancer of the rectum and said he himself 
preferred a two stage operation doing first a col- 
ostomy along side of coccyx and then removing the 
rectum. With spinal anesthesia and rapid opera- 
tion, the one-stage operation is often successful. 





DEACONESS HOSPITAL (Phoenix) 
(May Staff Meeting) 


The medical and surgical staff of the Arizona 
Deaconess Hospital met Monday evening, May 28, 
1928, from 8 to 9 o’clock. Seventeen in attendance 

DR. BLOOMHARDT of the Records Committee 
gave the following report of the deaths for April: 

Case No. 2936: Diagnosis pernicious anemia. A 
very interesting case; in fact, I think sufficiently 
interesting to be given before the staff in detail 
at future meeting. History: 17-year-old unmarried 
girl; menstruated for first time last September, 
flowed intermittently for six weeks. Had a trans- 
fusion in November. Felt fine until March at 
which time she menstruated for the second time 
in her life. After two weeks, flowed again and 
became very weak. At this time, she had sub- 
conjunctival hemorrhages of both eyes, frequent 
nose bleed lasting one to two days and very dif- 
ficult to control. No history of hemophilia. When 
admitted hemoglobin was 30 per cent and R.B.C. 
2,430,000. 

Some interesting work is being done experiment- 
ally and clincally on anemia, especially of 
aplastic type. Berchtold has found, in large doses, 
adrenalin causes many more young forms of both 
red and white cells to be seen in the blood emerg- 
ing from the nutriment vein of the tibia. There is 
evidence that absence of normal secretion of the 
adrenal gland may produce anemia. Addison’s dis- 
ease is accompanied by anemia. In children suf- 
fering from sarcoma there is marked anemia. I 
mention this for its interest and because it is a 
hew work. 

Case 2866: Diagnosis septicemia and pneumonia. 
Fourteen-year-old girl. Unusual history of difficult 
menstruation two or three weeks previous to en- 
trance to hospital. She took medicine, most prob- 
ably ergot. Later, she developed a vaginai dis- 
charge. Extreme pain in the lower abdomen right 
and left. Taken to the Crittenden Home and later 
to the hospital. Physical examination showed a 
double pneumonia and tenderness of entire abdo- 
men. She died the third day. Autopsy, consolida- 
tion of the lower lobes of both lungs. The abdo- 
men was entirely negative and no evidence of 
there having been a pregnancy. 

As matters stand at present the specific treat- 
ment of pneumonia applies to types 1 and 2. Death 
rate of Type 3 treated with serum in monkeys and 
men identical with that of untreated cases. In 
Type 4 one has to deal with a group of pneumo- 
cocci consisting of a large number of biologically 
different types. It is obviously impossible to make 
an efficient serum from a single strain of this 
group, although it might be possible to prepare a 
Dolyvalent serum. I was pleased in this case to 
read the diagnosis of pneumonia and septicemia. 
Baldwin and Cecil in a very extensive and pro- 
longed study of pneumonia in summarizing their 
conclusion, make use of the statement: 
“Death in pneumococcus pneumonia is accompa- 
nied in a very high percentage of cases by pneu- 
mococcus septicemia, and, vice versa; septicemia is 
usually followed by death.” 

Case 2748. White married female, age 22. Two 
days before admission, had partaken of three large 
meals, drunk considerable beer. Became ill in the 
evening, vomited, took some magnesium citrate. 
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At midnight became very ill. Doctor was called 
and gave her sufficient morphine so that the pain 
became easier. History jumps from this point to 
the day of admission into the hospital at which 
time she was operated. Appendiceal abscess was 
found; the gangrenous appendix was removed. 
After several days the patient died. 

Case 2738: Age 8. Ruptured appendix. Became 
very ill 24 hours before admission and operation. 
Abscess found and appendix dug out and re- 
moved. Stormy course and death on the tenth 
day. 

Case 2554. Patient was admitted on April 6th 
and died April 11th. From that time up until to- 
day, May 26, 1928, the doctor in charge has not 
given a history, physical examination nor made a 
diagnosis. It is rather too bad because there is, 
apparently, an interesting history; in fact, the 
size of the history resembles the family Bible. 

Nurse’s notes are good, laboratory reports are 
good, consultation notes (there being three con- 
sultations), were excellent although differing to 
some extent in opinions. A history such as this in 
my opinion as it stands is valueless and besides 
has taken a great amount of time and has been of 
considerable expense to the institution. 

Case 2849—Nothing of particular interest. Past 
middle age, male, whose time had come. Diagnosis: 
myocarditis, anasarca, enlarged liver. 

Case 294: Epidemic meningitis. Good history 
back of an excellent record in every detail and val- 
uable for statistic purposes, treatment, etc. 

It might be of interest to briefly review the 
interesting work of the Russian surgeon, Spen- 
ansky. He investigated the problem of how the 
cerebro-spinal fluid acts as a barrier between the 
blood and the nerve tissue. As you know, sut- 
stances in the blood do not necessarily pass into 
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the cerebro-spinal fluid, or if they do, they may 
have no action on the nervous tissues and this fact 
has its disadvantages when it comes to the treat- 
ment of infections of the central nervous system. 
He found, for instance, the toxins of tetanus do 
pass through and are fixed in the brain, but the 
antitoxins do not pass through. So that the intro- 
duction of specific anti-bodies in the subdural space 
and subarachnoid spaces does not insure penetra- 
tion into the brain. His method of overcoming 
this obstacle is by withdrawal of the fluid at the 
same time that the injection is made. In a group 
of twenty rabbits, for instance, he injected an- 
tirabie serum into the blood and then in half the 
animals withdrew some of the cerebro-spinal fluid. 
After one or two hours, the brains of all twentv 
animals were inoculated with the virus of rabies. 
All those in which the fluid had been removed re- 
mained healthy while all the others developed ra- 
bies. His work has not been altogether experi- 
mental. Where he has applied it in critical cases 
of tetanus and meningitis, he has obtained suc- 
cessful results. One is accustomed to the theory 
of drawing out cerebro-spinal fluid at times for 
relief of symptoms and to a certain extent, for 
removal of infection, but the idea of doing it to im- 
prove the effect of injected remedies is an ad- 
vancement. 

Case 2726. Left hemiplegia, terminal ieft 1lo- 
bar pneumonia. Age 48. Everything good about 
histories. Consultations also are good. 

The following cases were reported: 

Case 3043: Acute gangrenous appendix, ruptured, 
reported by DR. FELCH. This was 'a Mexican man 
23 years of age. On entrance had complained of 
pain in abdomen. He became ill 36 hours before 
admission with sharp sudden pain in lower abdo- 
men which gradually settled in right side. Short 
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time before admission the pain decreased. He had 
never had any previous similar attacks. Operation 
was done on the 11th, the day he was admitted to 
the hospital. The abdomen was found full of 
milky watery white fluid without odor. The appen- 
dix was gangrenous and ruptured. Two rubber 
drains were placed within the abdomen. Exam- 
ination of the appendix showed diffuse inflamma- 
tory infiltration of the walls with extensive necro- 
sis, and exudate on the surface. The urine showed 
granular casts; the leuk. count was 9,800. Patient 
made a good recovery and was discharged 16 days 
after admission. The wound, however, was still 
draining. The early part of the course was stormy. 
Patient was highly nervous, unable to sleep and 
appeared desperately ill; 55 c.c. 10 per cent glu- 
cose in normal saline was given intravenously 
and later 100 c.c. of normal saline was given in- 
travenously, 55 c.c. normal saline was given the 
next day; from this on the patient made a splendid 
recovery. 


Case 3096 was reported by DR. C. B. PALMER. 
Patient states that he has always been well. Not 
subject to sore throats. No tuberculosis in fam- 
ily. About 14 months ago, began having swelling 
under the lobe of the right ear; it is gradually be- 
coming larger and there has been considerable pain 
down the neck on the right side. Examination 
shows a well developed man. Head is normal 
with exception of the presence of a tumor under 
the lobe of right ear, which extends up to canal of 
the right ear. Glands of neck are not enlarged. 
The swelling is not attached to the skin or to 
the bone of mastoid. Seems to be attached to par- 
otid gland. It is smooth and has rather a click- 
ing action when moving backward and forward. 
This is not lobulated. Diagnosis of bronchial cyst 
from second cleft was made. Operation revealed 
a cyst filled with sebaceous material which was 
remove. It was attached to the styloid process on 
the right side. The histological findings are as fol- 
lows: Sections show a dense fibrous capsule and 
beneath this a thin layer and scattered islands of 
squamous type epithelium. Adjacent to this is a 
larger mass made up of irregularly branching 
fibrous stroma with small alveoli and strands of 
deeply staining atypical cells of varying morphol- 
ogy, but probably epithelial in source. This is evi- 
dently a carcinoma probably branchiogenic in ori- 
gin. Patient left the hospital two days later in 
good condition. 


Case 2961 reported by DR. STROUD as follows: 
An ovarian cyst in a 17-year-old girl. The features 
which make it interesting are more in diagnosis 
than treatment. History was important, but phys- 
ical examination proved to be the determining fao 
tor when an operation was considered. 

Female, age 17, height 5 feet, 6 inches. Present 
weight 105, and has always been a little under- 
weight, 102-105. Has felt poorly and run-down for 
about two years; is a high school student but has 
had to quit school for the last three months on 
account of health. Her mother is 49, and well. 
Father suicide at 53. Has two brothers and four 
sisters all well: Former illnesses: Bronchitis, 
acute at 8 years of age; has had measles, mumps, 
whooping cough, chicken pox and small pox; lately 
has had two attacks of tonsillitis and throat and 
tonsils are sore now, May 12th. Present illness 
began about four months ago. She has had nausea 
and vomiting; some soreness lower abdomen on 
both sides and was too weak to walk at times. 
Had subnormal temperature. The abdomen began 
to become enlarged in lower part a month ago, 
and has been growing ever since.| Nausea lasted 
four to five weeks but is now gone. Still feels 
uncomfortable in lower bowel—slightly better past 
week. Menses normal. 
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Examination revealed large mass in lower abdo- 
men which is smooth and hard, a smaller mass on 
upper surface as large as a small foetal head, 
but seemed to jut out of the mass instead of being 
within. A souffle was heard equally over the whole 
mass corresponding to the pulse rate. No other 
sounds heard. The mass seemed to be more abrupt- 
ly placed than the ordinary pregnancy, the edges 
apparently shelving off more suddenly than a preg- 
nant uterus. On lying down the mass did not fall 
away as much as would a normal pregnancy. The 
cervix was small hard and virginal, but the mass 
was not distinguishable from the uterus; in fact, 
the origin of the mass could not then be deter- 
mined because of its size and because it was 
placed in the center of the pelvic region. Tender- 
ness was more to the right than the left side and 
extended upward as far as McBurney’s point. Left 
side not tender. It was hard to rule out pregnancy 
so while prone an attempt was made to move the 
mass upward. It was found freely movable so the 
lower border was at the umbilicus. This definite- 
ly ruled out pregnancy, and while the mass was in 
this position another bimanual examination was 
made and the uterus was found normally placed 
—small and normal. Diagnosis was then made of 
ovarian cyst arising from the right side where she 
had complained of pain and tenderness. 

On the 26th she felt much better, color was bet- 
ter and temperature normal. The mass which had 
grown rapidly for the month previous had stopped 
growing. Examination revealed the same mass and 
a diagnosis of one large ovarian cyst with daugh- 
ter cysts above was made and operation advised. 
This was consented to, and she arrived at the hos- 
pital May 2nd. Operation confirmed diagnosis. 
No difficulty in getting mass out. Fallopian tube re- 
moved as blood supply would have been inade- 
quate to support it properly. It was enlarged but 
patent. Uterus normal. No other abnormality 
seen. Convalescence uneventful. 

Meeting adjourned. 

(The secretary was unable to preserve the dis 
cussions and apologizes to those who discussed the 
excellent reports). 

ORVILLE HARRY BROWN, Secy. 





PERSONALS 


DR. FRANK MILLOY and family, of Phoenix, re- 
turned August first from a month’s vacation on the 
Pacific Coast. part of which was spent in special 
work in San Francisco 

DR. W. WARNER WATKINS and family, of 
Phoenix. returned August first from @ vacation of 
five weeks in Southern California. 

DR. JOHN WIX THOMAS, with Mrs. Thomas, is 
still on vacation. He will return about September 
first. After a month in Los Angeles, he motored to 
the Pon ag visiting Seattle and intermediate 
poin 

DE. WIN WYLIE and family, of Phoenix, are 
spending several weeks of the summer vacation mo- 
toring through the northwest and western Canada. 

DR. DUDLEY FOURNIER and family, of Phoe- 
nix, left August first, by motor, for Montreal where 
his vacation will be spent. 

DR. HARLEY YANDELL, of Phoenix, is spend- 
ing August in postgraduate work at University of 
California and at the General Hospital in Los An- 


geles 

DR. F. L. REESE, of Phoenix, has returned from 
several weeks postgraduate work in St. Louis and 
other points in the middle west. 

DR. GEORGE M. BROCKWAY, of Phoenix, has 
returned from vacation of several. weeks. He vis- 
ited his old home in Massachusetts, and toured 
through New England. 

DR. SAMUEL H. WATSON, of Tucson, will spend 
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the months of August and September in postgradu- 
ate work, visiting various centers in the east. 

DR. WILL WILKINSON, of Phoenix, and family, 
have returned from several weeks of vacation on the 
Pacific Coast. 

DR. C. F. W. KOHLENBERG, recently of Los An- 
geles, Calif., has been added to the staff of the Cop- 
per Queen Hospital at Bisbee, and has moved his 
family to that city. Dr] Kohlenberg is a graduate 
of Northwestern University, and has been one of the 
house physicians at the Los Angeles General Hos- 
pital for the past two years. 

DR. R. B. RANEY, of Phoenix, who concluded his 
work as resident physician at St. Joseph’s Hospital 
in March, has been taking care of the practice of DR. 
CHAS. W. SULT during the summer. 

DR. A. C. KINGSLEY, of Phoenix, has returned 
to his work after several weeks vacation and special 
work in industrial surgery. 

DR. JOHN J. McLOONE., of Phoenix, writes that 
he has been enjoying a delightful tour of Europe, 
visiting Ireland. London, Paris, Cologne, Berlin and 
Copenhagen. At the latter point he attended the 
first International Triological meeting, which regis- 
tered 700 members from 41 different countries. 

DR. HARLAN P. MILLS, of Phoenix. with Mrs. 
Mills, left August first for a tour of the national 
parks, going via Denver and the Yellowstone. He 
will be gone until earlv in Sentember. 

DR. THEODORE I. TARASOFF. of Phoenix, for. 
merly located at 223 West Monroe St.. announces the 
removal of his offices to the Security Building of the 
same city. 

STATE HOSPTTATtT ADDITION :—The contract 
for the new hospital building for men at the State 
Hosnrital for the Insane. at Phoenix. has been let. 
The building wi'l cost $88,000 and is to be finished 
within six months. 

SOUTHSIDE HOSPITAL at Mesa. Ariz.. has 
placed Miss Martha C. Nesbit. R.N.. in charge, as 
superintendent, succeeding Mrs. J. R. Hansen who 
remains as surgical nurse. 

COCHISE COUNTY MEDICAL SOCIETY met 
on Julv 12th. at the citv council chambers in Bis- 
bee. The chief talk of the evening was by Dr. George 
A. Bridge. on fractures of the pelvis. reviewing a 
number of such —— with the manner of treat- 
ment and management. 

DR. RORERT C. KIRKWOOD. formerlv located 
at the U. S. Public Health Service Sanitarium at 
Fort Stanton. N.M., and at the Veterans Bureau 
Hospital at Fort Bayard, has located in Albuquer- 
aque. where he will practice his specialty of dis- 
eases of the chest. 

NEW UNIT AT ST. MARY’S HOSPITAL. TTIC- 
SON :—An infirmary unit for the Sisters of St. Tos- 
evh will he built in connection with St. Mary’s Hos- 
vital in Tucson. The infirmary will be for the sis- 
ters of the order who are tuberculous. and the cost 
of it will he borne bv the administrative unit of the 
Order of St. Joseph of St. Louis, Mo. The unit will 
have six nrivate rooms and a Jarge ward. and will 
connect with the present hospital by a covered pass- 
agewav and concrete ramp 

RABIFS IN ARTZONA :—Warning has been is- 
sned bv Dr. F. T. Fahlen. Superintendent of Health 
of Arizona. of the increasing prevalence of rabies in 
certain districts of Arizona. especiallv Gila and Mari- 
cova counties. The medical profession has been ap- 
pealed to to heln eurb this enidemic. 

CITVY-COUNTY HOSPITAL. FL PASO:—Dr. A 
H. Butler, former assistant health officer. has been 
appointed superintendent of the City-County Hospital 
at El Paso. Three internes have been appointed. 
also, as folows: Dr. F. H. Blanchard. graduate of 
Tulane Universitv, Dr. Charles Powell, graduate of 


Tulane‘ University and Dr. T. Waggoner, graduate 


oft Baylor University. 





The Tulane University of 
Louisiana 


Graduate School of Medicine 


Approved by the Council on Medical 
Education of the A. M. A. 


Post graduate instruction offered in 
all branches of medicine. Courses lead- 
ing to a higher degree have also been 
instituted. 


_ A bulletin furnishing detailed in- 
formation may be obtained upon anpli- 
cation to the 


Dean 
Graduate School of Medicine 
1551 Canal Street, 
New Orleans, La. 











Maternity Supports 


Designed in all types, 
feature three distinc- 
tive principles of con- 
struction. Firm abdom- 
inal uplift, Sacro-iliac 
support, Flexibility of 
adjustment. 


Sold in high class de- 
partment stores and 
surgical houses. 


Write for our Manual 
of Models. 


S. H. CAMP 
and CO. 


Jackson, Michigan 
New York City Chicago, Ill. 
330 Fifth Ave. 59 E. Madison St. 


Fisher and Burpe, Ltd, Winnepeg, Manitoba, 
Manufacturers for Canada 
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INTERSTATE POSTGRADUATE ASSEM- 


BLY OF NORTH AMERICA 

This Assembly is to be held in Atlanta, Ga., Oc- 
tober 15th to 19th. Its program gives a very at- 
tractive list of Diagnostic Clinics in the forenoons 
ot the five days, with papers and addresses in the 
afternoons and evenings. 

The program allows no time for social affairs, 
all of the periods being allotted to intensive study 
and demonstrations. Many eminent clinicians and 
surgeons from abroad will take part in the pro- 
gram, among them being Sir Hugh Thursfield of 
London, Dr. Edmund Gros of Paris, Dr. O. Beuttner 
of Geneva, Mr. William Ibbottson of London, Mr. 
J. E. McDonagh of London, Dr. D. D. J. Cranwell 
of Buenos Aires, Mr. T. P. Dunhill of London, Dr. 
L. S. T. Burrell of London, Prof. L. S. Dodgeon of 
London, Mr. Farquhar MacCrae of Glasgow, Dr. 
Otto F. Leyton of London, Mr. Archibald Young 
of Glasgow, Mr. Donald Core of Manchester (Eng.) 
Mr. L. L. Cassidy of Dublin, Sir Farquhar Buzzard 
of Oxford. . 





COMPILATION OF DIETS 

California State Dietetic Association. Elizabeth 
Hayward, 2826 South Hope St., Los Angeles, 1927. 
70pp., leather binding. Price $5.00. 

The Compilation of Diets by the California State 
Dietetic Association is a very convenient and prac- 
tical manual. It contains diet lists besides many usc- 
ful recipes for all conditions treated by dietetics. The 
book is put up in a form for ready reference. There 
are many things that can be conveniently found there 
that would consume considerable time in searching 
through the larger and more comprehensive books 
on dietetics. Its great value to the busy doctor lies 
in this fact that he can so readily turn to it and find 
just what he wants. It is revised yearly by the Cal- 
ifornia Sitate Dietetic Association and being in a 
loose leaf form can be kept up-to-date. This gives 
the manual an added value in keeping one from 
falling behind in this important line of treatment. 
I find it a great help to me and recommend it to all 
those interested in the practice of medicine. 

PAUL B. ROEN, M. D. 
Hollywood, Calif. 





BUREAU OF PUBLIC HEALTH ‘OF NEW 
MEXICO GETS HARD BOILED: After nearly 
nine years of a policy of explanation and persua- 
sion in the enforcement of health laws and regula- 
tions, the New Mexico Bureau of Public Health an- 
nounces a change of policy. Hereafter, physicians 
who fail to make the required reports will be prose- 
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cuted. The. first one to run foul of this changed 
policy was Dr. John H. Sanford of Santa ‘Rosa, 
who failed to send in the required birth registra- 
tion reports and was prosecuted by State Health 
Officer G. W. Luckett. He was given a suspended 


sentence, though he paid the costs assessed. Dr.. 


Luckett is determined to get New Mexico into the 
registration area, even if he has to put several 
New Mexico doctors in jail, in order to attain this 
end. 





SAVE MONEY ON 
YOUR X-RAY SUPPLIES 


Get Our Price List and Discounts 
Before You Purchase 
WE MAY SAVE YOU FROM 10% TO 25% 
ON X-RAY LABORATORY COST 
Among the Many Articles Sold Are 
X-RAY FILM—Buck X-Ograph, Eastman or Agfa Super- 
speed Duplitized Film. Heavy discounts on standard pack- 
age lots. Buck X-Ograph, Eastman and Justrite Dental 
Films. Fast or slow emulsions. 


BRADY’S POTTER BUCKY 

DIAPHRAGM insures finest 
radiographs on heavy parts, such as kidney, spine, gall- 
bladder or heads. 

Curved Top Style—up to 17x17 size cassettes......$250.00 
Flat Top Style—lixl4 size, $175.00; 14x17 size $260.00. 

BARIUM SULPHATE. For stomach work. Finest grade. 
Low price. Special price on 100-pound lots. 

DEVELOPING TANKS, 4, 5 or 6 compartment stone, 
will end your dark room troubles. Ship from Chicago, 
Brooklyn, Boston or Virginia. Many. sizes of enameled 
steel tanks. 

DENTAL FILM MOUNTS. Black or gray cardboard with 
celluloid window or all celluloid type, one to fourteen 
film openings. Special list and samples on request. 
Either stock styles or imprinted with name, address, 


INTENSIFYING SCREENS—Buck X-Ograph, Patterson or 
E. K. Screens, for fast exposure, sold alone or mounted 


in cassettes. Liberal discounts. All-metal cassettes in 
several makes. 


If you have a me GEO, W. BRADY & CO. 
yuline Ist. 790 So. Western Ave., CHICAGO 

















The G. Wilse Robinson Sanitarium 
and Neuro-Psychopathic Hospital 


For Nervous and Mental Disorders 
and Allied Conditions 


Alcoholism and Drug Addiction 


Pleasantly located, on a beautiful tract of 25 acres. 
Buildings are commodious and attractive. Rooms 
with private bath are available. 


Approved diagnostic and therapeutic methods used. 
Occupational therapy, recreation and entertainment. 
G. Wilse Robinson, M. D., Medical Director 


Office:—Suite 814-817 Medical Arts Bldg. 
34th and Broadway. 


Sanitarium:—8100 Independence Road, 
Kansas City, Missouri 








moobpeatons 


imnoo 
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BOOK REVIEWS 


BLOOD AND URINE CHEMISTRY.—By R. B. H. 
Gradwohl, M.D., Director of the Gradwohl Labora- 
tories, St. Louis; and Ida E. Gradwohl, A.B., In- 
structor in the Gradwohl School of Laboratory 
Technic, St. Louis. 542 pages, 117 illustrations and 
four color plates. C. V. Mosby Company, St. Louis, 
1928 Ed. 

This work has been much enlarged and brought 
up to date by Dr. Gradwohl, until it represents the 
latest word on the methods and interpretations of 
blood and urine chemistry. 

The book covers a broad field, and falls natur- 
ally into two divisions in its appeal to two differ- 
ent classes of readers. 

For the student and technical laboratory worker, 
Part I on the Technic of Blood Chemistry and Part 
II on the Chemistry of Urine, make these usually 
difficult subjects very plain. Partieularly, the part 
devoted to technic is so carefully worked out, that 
it will be invaluable to the busy technician. 

Forthe clinician, Part III given up to the inter- 
pretation of blood chemical findings and Part IV 
on Basal Metabolism, will fill a long felt need in 
these fields. More than 100 pages are given up 
to the interpretation of blood sugar findings, and 
nearly as much to the interpretation o% the blood 
chemistry of nephritis. The last section of about 
90 pages are devoted to the interpretation of the 
basal metabolic findings. 

This book will find its rightful place on the desk 
of every clinician who aspires to be abreast of the 
advances in medicine, and it will be frequently con- 
sulted wherever it is a part of the library.—C.N.B. 
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NEW AND NON-OFFICIAL REMEDIES, 1928, 
containing descriptions of the articles which stand 
accepted by the Council on Pharmacy and Chem- 
istry of the American Medical Association on Jan. 
1, 1928. Cloth. Price, postpaid, $1.50. Pp. 489 
XLIX. Chicago. American Medical Associatoin. 


This book is the work of a distinguished organ- 
ization, the Council on Pharmacy and Chemistry 
of the American Medical Association, which some 
twenty years ago was founded to clean out the 
Augean stables of proprietary medicines. The Coun- 
cil’s plan was and has been the publication annual- 
ly of a book containing descriptions of those unof- 
ficial preparations which after careful investigation 
have been found worthy of recogniitoin and con- 
sideration by the medical profession. Such has 
been the devotion of the Council members, who 
serve without remuneration, and such the recogni- 
tion achieved by their work that today the book 
describes all the new proprietary products which 
have a scientific base and which give promise of 
therapeutic usefulness. The physician who best 
safeguards his own interests as well as those of 
his patient will give no consideration to any pro- 
prietary medicinal agent which is not listed in 
New and Nonofficial Remedies. 


THE PRINCIPLES AND PRACTICE OF OB- 
STETRICS, by Joseph B. De Lee, A.M., M.D., Pro- 
fessor of Obstetrics at the Northwestern University 
Medical School; Obstetrician to the Chicago Lying- 
in Hospital and Dispensary, and to Evanston Hos- 
pital; Consulting Obstetrician to Provident and 
Evanston Hospitals, etc.; with 128 illustrations on 
923 Figures, 201 of them in colors; Fifth Edition. 





Founded 1896 by Dr. Hubert Work 


New Building 








New Equipment 


NEURO-PSYCHIATRIC 
CLINIC 


NERVOUS AND MENTAL 
DISEASES 


DRUG ADDITIONS 


H. A. LaMoure, M. D. 
Superintendent 

















—a Good Expectorant 


Calereose can be given in 





—a Stimulant for the Appetite 


a Form of Creosote that Pa- chitis, Stubborn and 
tients Will Tolerate Respiratory Ailments 


Samples of Tablets to Physicians on Request 


THE MALTBIE CHEMICAL CO. Newark, New Jersey 


Manufacturers of Pharmaceutical Products 


—a Valuable Adjunct in Treat- 
ing Tuberculosis 


—an Effective Remedy in Bron- 


large doses for long periods without apparent difficulty 
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thoroughly revised; W. B. Saunders Company, 
Philadelpnia and London; 1928; $12.00. 

It is enough for the reviewer to say that this 
book is from the press but a few days and that 
it has been thoroughly revised. The chief thought 
the author had in mind in the revision was the 
general practitioners by whom most of the obstet- 
rics is handled. There are 1140 pages with an in- 
dex which has been most carefully prepared so 
that ready reference may be made to any subject. 
There are numerous references to the literature— 
placed at the ends of the chapters. The work of 
the publishers is up to the usual high standard. 
pose volume is much less bulky than former edi- 
tions. 


Annual Reprint of the Reports of the Council on 
Pharmacy and Chemistry of the American Medical 
Association for 1927. Cloth. Price, postpaid, $1.00 
, 103 Chicago :American Medical Association, 

The Council on Pharmacy and Chemistry of the 
American Medical Association annually pwblishes 
the reports which tell the reasons for non-accept- 
ance of those products which during the year it 
has found unworthy of recognition. Some of these 
reports have been published in abstract in The 
Journal; all are contained in full in the volume 
which is the subject of the present review. The 
Physician who has learned to ask the manufactur- 
er’s “detail” man, “If it is not in New and Non- 
official Remedies, why is it not?” will find here 
the answer which that personage will no doubt 
hesitate to give him. The book shows the prac- 
tical working out of the principles which the Coun- 
cils experience has shown to be essential in its 


fight for rationality in the field of proprietary med- 
icines. 
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BEDSIDE DIAGNOSIS, by American authors, edit- 
ed by George Blumer, M.D., David P Smith, Clinical 
Professor of Medicine, Yale University School of 
Medicine; Attending Physician to the New Haven‘ 
Hospital; Containing 890 Illustrations; Three Oc- 
tavio Volumes, totaling 2820 pages; Philadelphia 
and London; W. B. Saunders Company, 1928; $30.00 
a set. 

These three volumes constitute a reference work 
of splendid clinical value. The authors have avoid- 
ed insertion of the unproven and fantastic. Their 
recommendations are practical and _ established. 
Each disease is discussed by a specialist from the 
standpoint of a general practitioner. The editor 
has taken particular pains to see that one portion 
is not over done to a detriment of other portions. 
Professor Blumer has evidently supervised and 
edited the work with great care. This is a splendid 
reference work for any physician’s library. 


GYNECOLOGY, by William P. Graves, A.B., M.D., 
F.A.C.S.; Professor of Gynecology at Harvard Med- 
ical School; Surgeon-in-Chief to the Free Hospital 
for Women, Brookline; Consulting Physician to 
the Boston Lying-in Hospital; with 408 Half-tone 
and Pen Drawings by the Author, and 153 Micro- 
scopic Drawings by Margaret Concree and Ruth 
Huestis, with 128 of the Illustrations in Colors; 
Fourth Edition, thoroughly revised; Philadelphia 
and London; W .B. Saunders Company; 1928. 
$10.50. 

This is a book of 1016 pages, with excellent text, 
illustrations and type. The subject is covered in 
the most exhausting manner for a text, and refen- 
ence book. At the end, preceding the index, is @ 
bibliography of over ten pages. The avthor makes 
ready reference to the literature and hence has pre- 
pared a volume which does not lose its value with 





Did you get your supply, Doctor? 


physicians. 





FIRST AID FOR DOCTORS 


Dear Doctor :— 


One careful look at the advertising pages of your State Journal shows there 
are a dozen or more “first aids” for physicians to be had for the asking. A late 
a contained, among others, these advertisements with coupons for free sam- 
ples :-— 


Merck & Co., Rahway, N. J., and the Nonspi Company, Kansas City, Mo. 


Just listen to what these advertisers offer:— 

Merck and Company, Inc.: “Literature free on request.” 

Taylor Instrument Companies: “Send for Blood Pressure Manual.” 
Squibb and Sons: “Write for full information.” 

Horlick’s Malted Milk Corporation: “Samples prepaid on request.” 

Dr. Katherine L. Storm: “Ask for 36-page folder.” 

Maltbie Chemical Company: “Samples of tablets on request.” 

Mead Johnson and Company: “Samples and literature on request.” 
Abbott Laboratories: “For quality and service specify Abbott.” 

Frank A. Betz Company: “Betz Company catalog free upon request.” 
Knox Gelatine Laboratories: “Reports and Diet Recipes upon request.” 


Doctor, here is a wealth of material for use in your own office and practice. 
The “literature” is among the best to be had; full of the latest reliable informa- 
tion. Manufacturers spend a mint of money to give away valuable samples to 


Our plea is that you send for them. They will be valuable to you, and the 
request will be appreciated by your Journal and by the manufacturers. 
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age. This is a point of which authors should take 
cognizance, 

The illustrations from the author’s own brush de- 
serve especial notice. They come near giving one 
the impression of gazing at the operative field. 

The author’s language is well chosen and clear. 
In places he uses words which might well have 
been omitted. For example, on page 637, under 
paragraph on gynatresia, third line, he says: “It 
is quite commonly believed that most atresias of 
the vagina are the result of some congenital de- 
fect.” The words “quite” and “some” are super- 
fluous and detract from the strength vf the sen- 
tence. He probably means congenital defects in- 
stead of “some congenital defect.” 

The reader will find that he has to refer to the 
dictionary at intervals to gather the meaning of 
words for which there are more commonly used 
synonyms. This should not be regarded as a criti- 
cism, 

Those interested in gynecology and general sur- 
gery will find this an excellent reference work. 

The publishers art is beautifully executed. 


INTERNATIONAL CLINICS, by leading members 
of the Medical Profession throughout the World; 
Edited by Henry W. Cattrell, A.M., M.D. ,Philadel- 
phia; Volume II, 38th Series, 1928; J. B. Lippin- 
cott Company, Philadelphia and London. 

A number of articles in this volume deal wtih 
the history of medicine especially in the period 
since 1891. They are all worth close reading. Of 
special interest may be mentioned the one by 
James J. Walsh of New oYrk City. He mentions 
Mendel’s lectures on cerebral apoplexy, Ewald and 
Boas’s work on the stomach, Leyden’s discovery 
of the Charcot-Leyden crystals, Senator’s introduc- 
tion of the salicylates for rheumatism, Koch’s 
claims for tuberculin (whose work was presented 
prematurely because of undue urging by the young 
German Kaiser who wished to have a striking dis- 
covery announced at the International Congress of 
Medicine which met in 1891 at Berlin), hypnotism’s 
rise and fall, opotherapy, specfiic sera, blue light 
therapy, Rollier’s sunbath treatments of surgical 
tuberculosis, and prostatic surgery. He stresses 
particularly the conservatism which has been dis- 
played in the pages of the International Clinics in 
advising the use of new remedies. Regarding the 
use of tuberculin he says: “It was one of those 
instances in medical history where there is a very 
clear demonstration that the old axiom ‘be not the 
first by whom the new is tried’ is an excellent 
medical aphorism, though of course it must not be 
forgotten that there is another portion to the 
aphorism, ‘nor yet the last to lay the old aside,’ 
which is quite as important.” 





Trained nurse, stenographer, desires position to 
assist or secretary to physician, references. M. V. 
Braun, Apt. 7, 1209 N. Oregon St., El Paso, Texas. 





Good opening for wide-awake doctor at Artesia, 
New Mexico. Five room office well-equipped up-to- 
date, good location. Will sell very reasonable. 
Write Mrs. J. D. Bewley, P. O. Box 536, Artesia, 
New Mexico. 


SITUATIONS WANTED 

WANTED—Salaried appointments for Class A 
Physicians in all branches of the Medical Profes- 
sion. Let ue put you in touch with the best man 
for your opening, Our nation-wide connections 
enable us to give superior service. Aznoe’s Na- 
tional Physicians’ Exchange, 30 North Michigan, 
Chicago. Established 1896. Member The Chicago 
Association of Commerce. 
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Means Dextri-MALTosE 
is the accepted Carbohydrate 
for all infant feeding formulas 


S a carbohydrate, Mead’s Dex- 

tri-Maltose is unquestionably 
accepted and indicated with cow's 
milk and water mixtures according 
to the individual requirements of 
each infant. 
This is a result of the accumulation 
of experience of its dependability 
when added to such formulas. For 
many years ithas given good results 
in feeding the majority of infants. 


MEAD JOHNSON 
AND COMPANY 
Evansville, Indiana 








SOUTHWESTERN MEDICINE 
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Dialyzed : 
ANTIRABIC VACCINE 


aan VACCINE (CUMMING) consists of rabic brain 
tissue that has been dialyzed against running water 
until the infectivity of the virus is completely destroyed. 
The vaccine is incapable of causing rabies when injected 
into a susceptible animal, either hypodermically or intra- 
cranially. The intracranial test is applied to every lot 
manufactured. 


The relative purity of the product is such that its use in 
human practice involves a minimum risk of toxic effect of 
any kind. 
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Moreover, with the highest attainable degree of safety in 
administration, Rabies Vaccine (Cumming) combines an 
exceptional protective efficiency. Given soon enough, and 
in connection with the proper treatment of the wound, its 
record in the 20,000 or more cases in which it has been used 
is one of practically uniform success. 
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Rabies Vaccine (Cumming) is sent on telegraphic order to any 
point in the United States or Canada, day or night. Orders may 
be addressed to our laboratories at Detroit or to any of our 
branches or distributing depots in the following cities: 


Atlanta, Ga. Memphis, Tenn. (VanVleet- 
Baltimore, Md. Mansfield Drug Co.) 
Ditlin Sines Minneapolis, Minn. 
4 % New Orleans, La. 
Buffalo, N. Y. New York, N. Y. 
Chicago, IIL. nae 4 Pa. 
inci i ; ttsburgh, Pa. 
eee eo San Francisco, Calif. (Coffin- 
ianapolis, Ind. ‘ 
Redington Co.) 
Kansas City, Mo. Seattle, Wash. 
Los Angeles, Calif. (Western St. Louis, Mo. 
Wholesale Drug Co.) Tampa, Fla. (1. S. Levy, Inc.) 
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Literature supplied to physicians on request 


PARKE, DAVIS & CO. 


DETROIT, MICHIGAN - WALKERVILLE, ONTARIO 
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RABIES VACCINE (cumminc) 18 INCLUDED IN N. N. R. BY THE COUNCIL ON PHARMACY AND CHEMISTRY 
OP THE AMERICAN MEDICAL ASSOCIATION 


RADARS SO B.S R.ORSAlSS.S SO M.S HR. OH SRS 7R.SR.s B.S R.o GH. oH. OM © VASE. S.S EA. SAO Rw ASO MA. Aw A OA. OA. © WA A. A.OR.w EA. E.R. 7A. 01. Rw OTR. OR. OT. OE, OTR. OER. OHO. SHO B.S HO SORO Boe QW Re 
TVDAAAUDANDADANAVADADAOOOADALA bOUnD DOzUbAGALEAG IDOUNDD 


MOV CUM MM CM OC (Mee Ht (thet eM Mee e-Vehehew eevee 
vate - TTT TON ne inn PNINIVITIMINIT MNT NTT r n 


z 
: 
i 
= 
4 
FH 
= 
z 
z 
Fa 
— 
z 
= 
3 
H 
Fs 
= 
3 
B 
3 
= 
EH 
3 
H 
= 
z 
53 
3 
= 
= 
= 
= 
= 
= 
E 
B 
= 
j= 
E 
i 


MeN eM ee eee ‘e 
wit HUNAN TTUEDLAAAEDODUEGNDEDDOA EA TORE AHOREHLODE Dbtianittated PLL TO lebeneeeeebenrbartonebnns ial pecneeer 








